





NORTH CAROLINA MEDICAL JOURNAL 


OwNED AND PUBLISHED BY 
THE MEDICAL SOCIETY OF THE STATE OF NortTH CAROLINA 


DECEMBER, 1948 





VOLUME 9 NUMBER 12 





SYMPOSIUM ON HEADACHE 











MECHANISMS OF PRODUCTION AND 
POINTS OF REFERRAL 


HAROLD D. GREEN, M.D.* 
WINSTON-SALEM 


Headache is perhaps the most frequent of 
all complaints. It has been reported in as 
many as 8 per cent of a large unselected 
group of normal subjects. Most headaches 
are functional in the sense that they repre- 
sent temporary alterations such as increased 
pulsation of the blood vessels or abnormally 
high muscle tone. A relatively small num- 
ber of headaches are due to permanent struc- 
tural abnormalities such as tumors or hemor- 
rhages. Of the functional types, the majority 
are due to faulty emotional adjustment of the 
individual to his environment. This is par- 
ticularly true of tension headache, migraine 
headache, and headache associated with hy- 
pertension. Such headaches usually origi- 
nate outside the cranium. 

In this paper headache will be discussed 
briefly, first in terms of the site and mechan- 
ism of origin, and second, in terms of the 
areas of pain referral. More detailed infor- 
mation may be obtained from the publica- 
tions which furnished the source material 
for this article”. 

Read before the Section on Neurology and Psychiatry, Med 
ical Society of the State of North Carolina, Pinehurst, May 4, 
1948, 

Professor of Physiology and Pharmacology and Associate 
in the Department of Internal Medicine, Bowman Gray School 
of Medicine of Wake Forest “College, Winston-Salem, North 
Carolina, 
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Headache of Extracranial Origin 

All extracranial structures contain pain 
endings, stimulation of which may cause 
pain referred to the stimulated point or to 
the area of distribution of the main nerve 
trunk supplying the stimulated area. The 
sensory nerve trunks supplying the head are 
the fifth, seventh, ninth, and eleventh cranial 
nerves and the upper three cervical nerves. 
The trigeminal (fifth) cranial nerve, which 
is distributed to the face, tongue, teeth, eves, 
nose, meninges, and the massiter, temporal 
and pterygoid muscles, carries sensory im- 
pulses from approximately all of the area of 
the head superior and anterior to a diagonal 
line through the ear. The facial (seventh) 
nerve supplies sensory endings to the ear, 
the tendinous structures of the face, and the 
posterior portion of the orbit. Sensory im- 
pulses from the tympanum, pharynx, tonsils, 
tongue, and mastoid are conveyed by the 
glossopharyngeal (ninth) nerve, while those 
from the back of the head and upper cervical 
regions are transported by the accessory 
(eleventh) nerve and by the first three cervi- 
cal nerves. 


Pain originating in the teeth 


Short periods of stimulation of a tooth 
cause pain referred to the tooth, but more 
prolonged stimulation may cause pain re- 
ferred over the whole area of distribution 
of the branch of the fifth nerve supplying 
the stimulated tooth, or, on occasion, over 
the whole area of distribution of the fifth 
cranial nerve. Both the local and the re- 
ferred pains are abolished by anesthetization 
of the stimulated tooth. 

Pain originating in the ear and pharyna 

The various structures of the ear are. sup- 
plied by sensory roots from the fifth, sev- 
enth, ninth and tenth cranial nerves, while 
adjacent structures are innervated by the 
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upper cervical roots. Consequently, pain 
which is felt in the ear and immediately 
adjacent structures may arise directly in the 
ear as the result of otitis media, rupture of 
the drum or inflammation of the external 
canal; it may be referred to this region as 
a result of neuralgias of any of the above 
mentioned nerves; or it may be due to irri- 
tation at any point in their area of distribu- 
tion —in the teeth, tonsils, larynx, or 
temporomandibular joint, in the posterior 
fossa of the cranium, or in the cervical spine. 
Pain originating in the nose and sinuses 

Pain associated with the nose and para- 
nasal structures is rarely due to changes of 
pressure within the sinuses, but is usually 
due to swelling and edema of the mucous 
membranes in the region of the ostia of the 
sinuses, and of the adjacent turbinates. Evi- 
dence for this statement is the relief of such 
pain afforded by procainization of the 
swollen nasal mucous membranes. Head- 
aches of this type may be aggravated by 
shaking the head, by lying down, or by any 
other factor which increases the engorge- 
ment of the mucous membranes. 


Eye pain 

Pain may arise in the eye as a result of 
glaucoma or movement of an inflamed iris. 
Hypermetropia and astigmatism may lead to 
aching due to excessive muscular strain, but 
such headache is rarely seen with myopia. 
In the latter condition, the increased effort 
at accommodation only serves to make the 
image more blurred; consequently the sub- 
ject ceases to attempt to accommodate, and 
the muscular strain ceases. 
Pain of muscular origin 

Pain in the back of the head neck 
frequently accompanies headaches in other 
portions of the head, such as those associated 
with eyestrain, sinusitis, migraine and in- 
creased nervous tension, as well those 
associated with injections of histamine and 
those induced by spinal drainage. Electromy- 
ograms usually reveal evidences of increased 
tension in the scalp and neck muscles under 
these conditions. Prolonged contraction of 
these muscles probably causes a _ relative 
muscle ischemia which leads to stimulation 
of pain endings and results in the pain re- 
ferred to the back of the head, the neck, and 
the upper portion of the shoulders. Relief of 
such headaches is frequently brought about 
by substances which produce vasodilatation, 


and 
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such as nicotinic acid, aminophylline, and 
Prisco]. These headaches also usually disap- 
pear a few hours after relief of the original 
source of irritation at a more remote point 
in the head. 


Pain originating in extracranial 
blood vessels 

The larger branches of the extracranial 
arteries are well supplied with pain sensitive 
endings. These are most readily stimulated 
by longitudinal stretch or by distention of 
the vessel wall. Steady stretching leads to a 
constant localized aching, frequently 
ciated with nausea; intermittent strete? ag 
causes throbbing pain. Characteristically, 
ain elicited by stimulation of sensory end- 
ings in the extracranial blood vessels is not 
affected by alterations of cerebrospinal fluid 
pressure, but is diminished by compression 
of the appropriate artery proximal to the 
region of pain referral—that is, by diminish- 
ing the intravascular pressure. During head- 
ache associated with the extracranial ar- 
teries, the blood vessels are frequently dis- 
tended, more readily palpable, and tender. 

Stimulation of pain endings in the occip- 
ital arteries causes pain referred to the lat- 
eral occipital region; stimulation of endings 
in the supraorbital and frontal arteries pro- 
duces pain referred to the eye and adjacent 
portion of the forehead; and stimulation of 
those in the superficial temporal artery 
causes pain referred to the temporal area in 
front of and above the ear. 


as* 


Migraine 

Migraine, a tvpe of headache associated 
with stimulation of pain endings in the 
extracranial blood vessels, particularly those 
of the temporal region, is frequently pre- 
ceded by a period of constriction of these 
blood vessels followed by vasodilatation. The 
increased vessel pulsation accompanying the 
latter appears to be the mechanism respon- 
sible for the stimulation of the pain endings. 
Headaches of this type may be associated 
with decreased urine flow and with an in- 
creased quantity of 17-ketosteroids in the 
urine. Such headaches are frequently abol- 
ished by ergotamine if given early, probably 
because the drug constricts the temporal 
blood vessels and thereby reduces their pul- 
sations. Relief from these headaches may 
also occasionally be obtained with large doses 
of aminophylline given early. Without treat- 
ment, migraine headaches may persist 
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twenty-four hours or more, probably because 
of edema developing in the artery wall sub- 
sequent to the vasodilatation. No definite 
evidence has been provided that migraine 
represents an allergic response. 


Hypertensive headache 


If headache occurs during the course of 
hypertension, it is usually the same type as 
that which the patient had before his arterial 
pressure became elevated. This form of head- 
ache, which is similar to, if not identical 
with migraine, is also frequently relieved by 
ergotamine despite the fact that the arterial 
pressure may be simultaneously elevated by 
this drug. This type of headache is also fre- 
quently relieved by aminophylline. 


Headache of Intracranial Origin 


The only structures within the cranium 
which have been shown to possess pain end- 
ings are the arteries of the meninges and 
those at the base of the brain, the sagittal 
and transverse sinuses and their immediate 
tributary venous branches, and portions of 
the dura immediately adjacent to these ves- 
sels. Traction and distention of these ar- 
teries and veins, inflammation in or about 
the above mentioned structures, and perhaps 
direct pressure on the associated nerves may 
lead to stimulation of the pain fibers. All 
other intracranial structures appear to be 
insensitive. Headache of intracranial origin 
is transmitted by pain fibers in the fifth 
cranial nerve (which supplies in general the 
area in front of a vertical line through the 
ar), in the ninth and tenth cranial nerves, 
and in the upper three cervical nerves 
(which supply the posterior portion of the 
head). 


Relationship of intracranial 
pressure to headache 

Elevation of intracranial pressure by in- 
tracranial injection of saline does not induce 
pain. Lowering of the cerebrospinal fluid 
pressure, particularly with the subject in the 
vertical position or accompanied by jugular 
vein compression, does cause pain. A de- 
crease in the cerebrospinal fluid pressure 
withdraws support from the brain, causing it 
to exert traction upon the falx and other 
points of connection with the dura. The low- 
ered spinal fluid pressure also decreases the 
external pressure upon the blood vessels. 
Both mechanisms stimulate pain endings in 
and around the blood vessels of the base of 
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the brain and in the falx and tentorium. 
When headache accompanies elevation of in- 
tracranial pressure, it is probably not due to 
the elevation of pressure per se, but is caused 
by the traction upon pain sensitive structures 
which results from the associated anatomic 
or functional disturbances. 


Headache associated with brain tumors 


Brain tumors may not cause headache if 
they occur within the substance of the brain. 
Headache associated. with brain tumors is 
probably due to traction upon the nerves, 
arteries, veins or tentoria, particularly at the 
base of the brain. Such headache is usually 
not affected by raising the cerebrospinal 
fluid pressure. 

Vascular headache 

Dilatation of the intracranial arteries is 
induced by histamine, nitrites, foreign pro- 
teins, fever, carbon monoxide, anoxia, and 
asphyxia. The pain endings in the arteries 
are apparently stimulated by the vessel dis- 
tention in a manner similar to that seen in 
the case of the migraine headache associated 
with dilatation of the extracranial arteries. 
Such headaches may be brought on or aggra- 
vaied by injections of histamine, or aggra- 
vated by anything which increases the intra- 
cranial arterial pulsation. In contrast to 
migraine and the other extracranial head- 
aches, those of intracranial vascular origin 
are decreased by elevating the intracranial 
pressure and are increased by decreasing the 
intracranial pressure. These effects are due 
respectively to increasing and decreasing 
the extravascular support of the intracranial 
blood vessels. Pressure upon the extracranial 
vessels has no effect upon headache due to 
distention of the intracranial arteries. 

Sites of Referral of Head Pain 

Pain in front of a vertical line through 
the ear usually means irritation of pain end- 
ings supplied by the fifth cranial nerve. 
These endings are located in the frontal 
and temporal arteries, the supratentorial 
intracranial structures, and the superior sur- 
face of the tentorium cerebelli. Pain behind 
this line usually means that a subtentorial 
structure or the inferior surface of the ten- 
torium is being stimulated, or that some ex- 
tracranial structure supplied by the ninth 
and tenth cranial nerves or one of the upper 
three cervical nerves is being stimulated. 
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Eye and forehead 

Pain in the region of the eye and forehead 
may be due to irritation of the supraorbital 
and frontal arteries or of the ophthalmic 
division of the trigeminal nerve. If of intra- 
cranial origin, such pain may be caused by 
stimulation of nerve endings in the intra- 
cranial portion of the internal carotid artery 
and the circle of Willis, the anterior cerebral 
artery, the middle cerebral artery, the dural 
floor of the anterior fossa, the cavernous 
sinuses, or the posterior half of the sagittal 
sinus and its tributaries, or it may be due 
to distention of the lateral ventricle or to 
irritation of the superior surface of the 
cerebellar tentorium, the superior surface of 
the transverse or straight sinuses, or the 
torcular Herophili. 
Temporoparietal region 

Pain in the temporal and parietal regions 
may be due to irritation of endings in the 
ophthalmic or orbital divisions of the tri- 
veminal nerve or the superficial temporal 
artery; or, if of intracranial origin, it may 
be caused by stimulation of pain endings in 
the middle meningeal artery, the internal 
carotid artery, the middle cerebral artery 
und veins, or the anterior half of the sagittal 
sinus. 
Vertex of head 

Pain referred to the vertex of the head 
may be due to irritation in the anterior half 
of the sagittal sinus and tributary veins or 
in the sphenoid sinus. 


Pain tn and behind the ear 

Pain in the ear alone may be due to irri- 
tation of the internal auditory artery or of 
the dura surrounding the internal auditory 
meatus. Pain referred to the ear and adja- 
cent occipital area usually indicates irrita- 
tion in the region of the petrosal vein, the 
dural floor of the posterior fossa, the pontine 
artery, the internal auditory artery, the in- 
ferior surface of the cerebellar tentorium, or 
the transverse or straight sinuses. 
Occipital pain 

Pain in the occiput and upper cervical 
regions may be due to irritation of the 
second and third cervical nerves or to disten- 
tion of the occipital arteries; or, if of intra- 
cranial origin, to stimulation of pain end- 
ings in the dural floor of the posterior fossa, 
in the posterior meningeal artery, the pos- 
terior inferior cerebellar artery, the verte- 
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bral artery, the basilar artery, the occipital 
sinus, or the intracranial portions of the 
eleventh and twelfth cranial nerves. 


CLINICAL CONSIDERATIONS IN 
HEADACHE 


JOSEPH B. STEVENS, M.D. 
(GREENSBORO 


Paraphrasing Oliver Wendell Holmes, Van 
Storch said, “If I wished to show a student 
the difficulties of medical practice I should 
give him a headache to treat.”’ 

The patient with headache often finds him- 
self a medical orphan. He is fortunate, in- 
deed, if the headache is transient, for other- 
wise he may go the rounds of the ophthalmol- 
ogist, otolaryngologist, neurologist, dentist, 
osteopath, and chiropractor. He is x-rayed, 
massaged, analyzed, fitted with glasses, and 
relieved of his turbinates and teeth, but too 
often emerges with his headache intact’. 

Headache is probably the most common 
complaint of mankind. It has been estimated 
that 70 per cent of the population has had 
headache at one time or another. At times 
in clinical practice it seems that this figure 
should be put at 100 per cent. No more difli- 
cult problem comes into the physician’s office 
than the patient who has had “headaches 
all her life,” or “a headache every day.” 


Etiologic Factors 


The most commonly encountered head- 
aches are vascular headaches, including mi- 
graine, and tension headaches which arise 
from sustained contraction of the muscles 
of the head and neck. The headaches asso- 
ciated with fever and septicemia probably 
‘ank next in frequency, and then come those 
associated with hypertension, that of the 
post-traumatic syndrome, that which follows 
lumbar puncture, and those due to disease of 
the nasal and paranasal structures, the ears, 
the teeth, and the eyes. In contrast, the head- 
aches of brain tumor, brain abscess, arteritis, 
meningitis, subdural and subarachnoid hem- 
orrhage, and the major neuralgias and neu- 
ritides, which call for prompt and often 
heroic measures, constitute a small propor- 
tion of the total number of pains of the 
head. Though there are few instances in 
human experience where so much pain may 


1. Moench, L. G.: Headache, Chicago, The Yearbook Pub- 
lishers, Inc., 1948. 
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mean so little in terms of tissue injury, fail- 
ure to separate the ominous from the trivial 
cause of headache may cost life or create 
paralyzing fear. 

It is not my purpose this afternoon to 
cover all the causes and clinical manifesta- 
tions of headache in the short time allotted 
to me. Dr. Green has discussed the mechan- 
isms of headache, and I think it well to bear 
in mind some of the major points brought 
out by Dr. Green in our further considera- 
tions. 

Migraine Syndrome 


Grimes found that “of 15,000 individuals 
examined in general practice with reference 
to migraine, 1,200 or 8 per cent were af- 
flicted.”” No age, social], intellectual or eco- 
nomic group is immune. 

There are all gradations of migraine, from 
trifling symptoms to the most severe, dis- 
abling illness. It is safe to say that less than 
half the migraine victims ever consult a 
physician. Migraine is difficult to investi- 
gate, because it usually disappears under the 
conditions of intensive laboratory study. 
Only slowly, therefore, has the mechanism 
of the headache been revealed. 
Characteristics 

The outstanding feature of the migraine 
syndrome is periodic headache; this is usual- 
ly unilateral at the onset, but it may become 
generalized. The headaches are associated 
with “irritability” and nausea, and often 
with photophobia, vomiting, constipation, or 
diarrhea. Not infrequently the attacks are 
ushered in by scotomata, hemianopsia, uni- 
lateral paresthesia, and speech disorders. 
The pain is commonly limited to the head, 
but ‘it may include the face and even the 
neck. 

Other bodily accompaniments are abdomi- 
nal distention, coldness of the extremities, 
vertigo, tremors, pallor, dryness of the 
mouth, excessive sweating and “chilliness.” 
The duration of the attacks is from a few 
hours to several days, and they can be of 
any degree of severity. 

Mechanisms of production 

From the experimental evidence it appears 
that cerebral vasoconstriction is responsible 
for the pre-headache phenomena of scoto- 
mata, and that the site of the visual defect 
is not in the retina or orbit, but within the 
cranial cavity”. The headache itself is pro- 
duced primarily by the distention of cranial 
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arteries—chiefly, but not exclusively, the 
branches of the external carotid”). Changes 
in the intensity of the migraine headache are 
related to changes in the amplitude of pulsa- 
tion of the cranial arteries; hence, proced- 
ures that constrict the cranial arteries and 
thus reduce their amplitude of pulsation will 
diminish or terminate the headache. 

Although most attacks of migraine head- 
ache are limited to the temporal, the frontal 
or the occipital region, some patients have 
pain elsewhere. Severe throbbing pain, 
which seems to emanate from the back teeth 
to the upper jaw, occasionally occurs in the 
face, below the eye, and behind and below 
the zygoma. Another variant is facial pain 
which spreads behind the angle of the jaw, 
down the neck, and into the shoulder. These 
latter aching sensations are sometimes asso- 
ciated with awareness of an unusual throb- 
bing in the neck. The pains described can 
and probably do result from dilatation and 
distention of the extracranial portion of the 
middle meningeal artery between its origin 
and its entrance into the skull, of the in- 
ternal maxillary artery, and of the trunks 
of the external and the common earotid ar- 
teries™), It has been shown that the latter 
structures are sensitive to pain, and the sites 
in which pain is felt are the face, neck, and 
shoulder. 

It is likely, therefore, that in migraine 
headache the extracranial and possibly the 
dural branches of the external carotid ar- 
teries are the chief contributors. In fever 
headache and that experimentally induced 
by histamine, the cerebral branches of the 
internal carotid, the basilar, and the verte- 
bral arteries at the base of the brain are 
primarily responsible. 

A second mechanism of pain during the 
attack of migraine headache involves the 
sustained contraction of the muscles of the 
head and neck. Pain in the head from any 
cause induces secondary contraction of these 
muscles, which, when maintained, becomes 
a source of pain in itself. Although present 
in all, the amount of muscle spasm varies 
greatly from patient to patient. Such pain- 
ful contractions may outlive for some time 


2. Sutherland, A. M., and Wolff, H. G.: Experimental Studies 
on Headache; Further Analysis of Mechanism in Migraine, 
Hypertension, and Fever, Arch. Neurol. & Psychiat. 44: 
929-949 (Nov.) 1940. 

3. Schumacher, G. A.. and Wolff, H. G.: Experimental Stud- 
ies on Headache: A Contrast of Histamine Headache with 
Headache of Migraine and That Associated with Hyper 
tension: Contrast of Vascular Mechanistas in Preheadache 
and Headache Phenomena of Migraine, Arch. Neurol, & 
Psychiat. 45:199-214 (Feb.) 1941. 
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the primary cause of the contraction—that 
is, pain from cranial vasodilatation. This 
fact affords an explanation for the failure of 
ergotamine tartrate to give relatively prompt 
relief to some patients who have a major 
muscle component in their headaches. 

There is still another factor in the failure 
of some patients to attain prompt relief after 
administration of ergotamine tartrate. After 
several hours of migraine headache involv- 
ing, for example, the temporal artery, the 
latter may appear prominent and distended, 
and become more palpable through the skin. 
Instead of being easily collapsible, it be- 
comes rigid, pipe-like, and less readily com- 
pressible by the palpating finger. Also, the 
artery may be tender when compressed. Pa- 
tients so affected report that after the first 
hour or two of a migraine attack the quality 
of the headache changes; the initial pulsat- 
ing or throbbing becomes less conspicuous 
or is absent, and the pain becomes a steady 
ache. Under such conditions, ergotamine tar- 
trate fails to abolish headache promptly or 
even to reduce its intensity appreciably. 

To account for such changes it was postu- 
lated and subsequently demonstrated experi- 
mentally”) that, following the sustained dila- 
tation of an artery of the head, a transient 
change occurs in the structure of the artery 
wall—namely, thickening or edema of the 
muscular and adventitial tissues. 

Relation of personality features and 
reactions to migraine headache 

The dominant personality features and re- 
actions in individuals with migraine are feel- 
ings of insecurity manifested as inflexibility, 
conscientiousness, meticulousness, perfec- 
tionism, and resentment. These tempera- 
mental features lead to frustration; to dis- 
satisfactions about family, financial or per- 
sonal status; and to intolerance of periods 
of low energy in themselves, or of relaxed 
standards in themselves and others. 

In short, certain individuals have a psy- 
chobiologic predisposition to sustained per- 
nicious emotional states. During such states, 
labile physiologic mechanisms set off the 
chain of events constituting the attack of 
migraine. 

Histamine Headaches 

During experimental studies on the rela- 
tionship of vascular disturbances to head- 
ache, it was found that histamine produces 
a gradual but progressive increase in cere- 
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bral blood flow that is independent of pres- 
sure changes. In 1925 Vallery Radot™ de- 
scribed a case of “vasodilatation hemiceph- 
alique’”’ in which unilateral episodic head- 
ache associated with epiphora and rhinor- 
rhea was induced by vasodilators and re- 
lieved by vasoconstrictors and ice. He as- 
cribed the origin of the condition to the sym- 
pathetic nervous system. This is probably 
the earliest description of what is now called 
histamine headache. Brickner and Riley'” 
in 1935 described three “atypical migraine” 
cases, two of which are rather characteristic 
of histamine cephalalgia and one of vidian 
neuralgia. Approximately 4 per cent of the 
headaches in patients observed are diagnosed 
as histamine headaches, and a great deal has 
been written in the literature in the last ten 
years on this particular type of cephalalgia. 

Horton has described the characteristics 
of histamine cephalalgias as follows: They 
usually begin in the later age decades, are 
hemicranial, of short duration (under one 
hour), and tend to waken the patient at night 
one or two hours after he falls asleep. The 
pain is confined to the distribution of the 
external carotid artery, which is frequently 
tender. The pain is excruciating, constant, 
boring, and involves the eye, temple, neck 
and face. There is profuse watering and con- 
gestion of the eye, rhinorrhea or stuffiness. 
increased surface temperature, and often 
swelling of the temporal vessels. The symp- 
toms can be reproduced by 0.1-1.2 mg. of his- 
tamine injected subcutaneously or intra- 
venously, and can be relieved by epine- 
phrine™, 

A simple and practical method for diag- 
nosing histamine headache is the following: 
From a tuberculin syringe containing 0.4 ce. 
of a 1:1,000 dilution of histamine acid phos- 
phate, slowly inject 0.1 cc. intravenously and 


1. Vallery Radot, P., and Blamoutier, P.: Syndrome de 
vasodilatation hemicephalique, ete., quoted in Riley, H. A.: 


Migraine, Bull. Neurol. Inst. New York 2:429-544 (Nov.) 
1932, 
5 Brickner. R. M. and Riley, H. A.: Autonomic Facio- 


Cephalalgia, Bull, Neurol. Inst. New York 4:422-431 (Dec.) 

1935, 

6. (a) Horton, B. T.: Use of Histamine in the Treatment of 
Specific Types of Headaches, Collected Papers of the 
Mayo Clinic 82:1048-1062, 1940. 

(b) Horton, B. T.: Use of Histamine in the Treatment of 
Specific Types of J.A.M.A. 116:377-383 
(Feb. 1) 1941. 

Horton, B, T., and Gabrielson. M. A.: Hypersensitive 

ness to Cold, J. Health & Phy, Educ, 11:119-125 (Oct.) 

1940, 

7. (a) Katz, G., and Cohen, S.: Experimental Evidence for 
Histamine Release in Allergy, J.A.M.A. 117:1782-1783 
(Nov. 22) 1941. 

(b) Schumacher, G, A., Ray, B. S., and Wolff, H. G.: Ex- 
perimental Studies on Headache: A Further Analysis 
of Histamine Headache and Its Pain Pathways, Arch. 
Neurol, & Psychiat, 44:701-717 (Oct.) 1940, 
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wait three minutes with the needle still in 
the vein. If no headache is produced, the 
rest of the amount is slowly injected in from 
three to five minutes. If no headache is pro- 
duced within ten minutes (an immediate re- 
sponse is usual), it may be assumed that the 
person is not unduly sensitive to histamine. 
It must be remembered that other headaches, 
such as those from brain tumors, may be 
reproduced by histamine. 


Headache from Pathology in the Neck 


One of the most common of all headaches 
is that caused by hypertonicity of the neck 
muscles). Any pain in the head, neck, 
shoulder, chest or precordium, aggravated by 
movement of the cervical spine by hyper- 
extension, coughing, sneezing or straining, 
is apt to be due to arthritis of the cervical 
spine. Thus, about 40 per cent of early 
morning occipital headaches are thought to 
be caused by spinal arthritis. In middle and 
advanced age groups, headaches due to this 
condition rank in frequency with ocular and 
migraine headaches. The diagnosis is often 
overlooked. Such headaches are particularly 
apt to occur in bookkeepers, typists, proof- 
readers, and dressmakers. 

The scalenus anticus syndrome and cervi- 
eal ribs are uncommon causes of headache. 
Atlanto-occipital lesions may cause headache. 


Headache Associated with Arterial 
Hypertension 


Studies made of the headache associated 
with hypertension have revealed that it is 
based on essentially the same mechanism as 
the migraine headache™. It is to be empha- 
sized that this statement applies to the fre- 
quent, severe, and often incapacitating head- 
aches suffered by hypertensive patients who 
may otherwise be free from svmptoms. It 
does not apply to the so-called hypertensive 
encephalopathy of Fishberg, or “hyperten- 
sive crisis.” 

The term, “hypertensive headache,” is mis- 
leading, for it implies that the frequency and 
severity of the headache are directly related 
to the level of the blood pressure. In numer- 
ous instances the headache has been present 
before the onset of the hypertension, and, in 
some patients, it changes in intensity only 
with the rise in blood pressure. When the 
artery walls are in normal contractile state, 
8. Mithoefer, W.: Hypertonic Muscles of the Neck as a Cause 


of Headache, Ann. Otol., Rhin. & Laryng. 43:67-75 (March) 
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distention does not occur, and there is no 
headache; but should this contractile state 
be impaired, as during periods of stress or 


fatigue, arterial distention and headache 
follow. In brief, high blood pressure is a 


necessary, but not a sufficient, condition for 
hypertensive headache. There is a signifi- 
cant relation between headache associated 
with hypertension and the contractile state 
of the cranial arteries. 


Nasal and Paranasal Structures as Sourees 
of Headache and Other Head Pain 


The localization of pain associated with 
sinus disease is poor. Experimental stimula- 
tion of numerous sites in the nasal and para- 
nasal structures results in pain referred to 
the same region; stimulation of structures 
near the midline results in pain referred to 
the same area as the pain produced by stim- 
ulation of the ostium and the more lateral 
wall of the maxillary sinus. Also, pain sen- 
sitivity of nasal and paranasal structures 
varies, the ostia of the maxillary and frontal 
sinuses being many times more pain sensi- 
tive than the sinus walls, which in them- 
selves are relatively insensitive to pain. 

Inflammation and engorgement of the 
turbinates, ostia, nasofrontal ducts, and su- 
perior nasal spaces are responsible for most 
of the pain emanating from the nasal and 
paranasal structures”. If turbinate engorge- 
ment and inflammation are absent, the head- 
ache is, in all probability, not the result of 
disease of the nasal or paranasal structures. 

Pain in the back of the head or neck sel- 
dom results directly from irritation of the 
mucosa of any of the nasal or paranasal 
structures. Such pain is due to the second- 
ary effects of prolonged contraction of the 
cervical and head muscles'*’. The intensity 
of the pain is increased by shaking the head 
or holding it down. The headache is intensi- 
fied by anything that increases the venous 
pressure—for example, straining, coughing, 
or wearing a tight collar. It is also intensi- 
fied by states that increase the engorgement 
of the mucosa, such as anxiety and resent- 
ment, menstruation, cold air, sexual excite- 
ment, or the effects of alcohol. 

The Eye as a Source of Headache 

Headache associated with various ocular 
disorders has been explained first as the re- 
sult of sustained contraction of intraocular 


R.: Some Painful Conditions about the Head 
March) 1946 


9. Kamman, G, 
and Face, Journal-Lancet 60:111-1114 
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muscles associated with excessive efforts at 
accommodation ; and second, as secondary to 
the unusually great and sustained extra- 
ocular muscle contraction resulting from the 
effort to produce distinct retinal images and 
binocular vision with fusion. 

In contrast to the ocular defects just men- 
tioned, simple myopia per se does not pro- 
duce headache. The reason for this is that 
the myope, in attempting to improve his 
vision by the contraction of his eve muscles, 
actually makes his vision worse and hence 
soon abandons the attempt. 

Furthermore, it has been established that 
experimentally induced hyperopia and astig- 
matism cause headaches, while induced my- 
opia does not’, Induced extraocular muscle 
imbalance causes tenseness and irritability; 
if it is prolonged, headache develops and is 
associated with abnormal electromyograms 
from the muscles of the scalp and neck. 
Spontaneously occurring muscle imbalances 
produce the same symptoms and the same 
type of myograms. 

In conclusion, let me say that I have not 
gone into the field of post-traumatic head- 
aches or those headaches associated with 
anxiety and other psychosomatic states. I 
leave the discussion of these in other hands. 
Arch, 


10. Seydell, E. M.: Indurative or Myalgic Headache, 


Otolaryng. 82:860-876 (Nov.) 1940. 


CHARACTERISTICS OF HEADACHE IN 
ANXIETY AND HYSTERICAL 
REACTIONS 


LLOYD J. THOMPSON, M.D. 
WINSTON-SALEM 


In this afternoon of discussions on sub- 
jects pertaining to what we call organic con- 
ditions, I believe it is fitting and proper for 
someone to speak up about psychogenic or 
functional disturbances. Regardless of the 
descriptive words involved, I start on the 
premise that there is no sharp dividing line 
between the two—organic and functional— 
maintaining that in organic disease there is 
functional overlay and that in functional 
disturbances there are physiologic changes 
accounting for the symptoms. 

Hysterical Headache 


In the title of this paper hysterical re- 
actions are mentioned, and I want to dispese 
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, so far as headache is 
concerned. Exc  ,o9. children and a few 
adults where h is an excuse not far 
below the conscious level, we rarely see head- 
ache alone as a true conversion symptom or 
unconscious escape mechanism. Another ex- 
ception to this statement can be found in 
traumatic cases — particularly where com- 
pensation is involved. Headache alone as a 
pure conversion symptom like hysterical 
deafness, blindness, aphonia, or paraplegia 
is uncommon except in the cases just men- 


of this subject a’ 


tioned. 
Headache as a Manifestation of Anaiety 
In my experience the so-called functional 


‘headaches are usually associated with other 


physical manifestations of an anxiety state, 
although the headache may be the outstand- 
ing and presenting complaint. After all, 
anxiety is basic in all neuroses, and all anx- 
iety symptoms can become incapacitating 
and be considered as conversions in the sense 
of providing escape from insoluble conflicts. 
This is not to say that there is no distinction 
between hysteria and anxiety neurosis or be- 
tween hysterical and anxious personalities, 
but so far as headache is concerned it 
usually falls in the category of anxiety symp- 
toms. 
Characteristics 

First of all, let me review the nature of 
this special complaint of headache as de- 
scribed by patients with proven anxiety con- 
ditions, where all question of an organic dis- 
ease component has been ruled out. Usually 
the patient will spontaneously or in response 
to question complain of headache, but fur- 
ther questioning will bring out the fact that 
this is not a common or garden variety of 
headache. Frequently there is no real pain 
but rather feelings of discomfort, pressures 
from within or without, pressures localized 
in certain areas, stuffy feelings, burning or 
drawing sensations in various parts of the 
scalp, or impressions of a tight band around 
the head, weight on top of the head, and 
numbness or tingling in the scalp. The sen- 
sations of a claw or sharp instrument grasp- 
ing the head, which were described years ago 
in connection with hysteria, may be present. 

Of course, real pain may be complained of 
and may be very severe, especially in the 
frontal region or in the occiput, with radia- 
tion to the nape of the neck and even to the 
shoulders. Any or all of these symptoms may 
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be localized on one side, but sometimes with 
extensions or radiations of th: same or other 
sensations to the opposite sid 

Another characteristic is the patient’s 
manner of describing his symptoms if given 
a chance. With many gestures and a search- 
ing for right words he will outline the areas 
involved and show the extensions or ramifi- 
cations of the various feelings. A few ex- 
amples are as follows: 

1. A burning sensation in a spot the size 
of a dime on top and to the right of midline, 
with tingling sensations radiating from this, 
especially backward and downward into the 
neck cn both sides. When it is severe the 
patient feels that something is going to burst 
and that he will suddenly go berserk. 

2. “It feels as if someone had fired a 22 
bullet clean through my temples just back 
of my eyes.” 

3. Burning and numbness in an oval area 
above the left ear. “It starts right here and 
goes back to right there.”’ 

4. Right frontal feeling of pain and pres- 
sure that extends during exacerbations over 
the entire right side of head. “At such times 
it feels as if the side of the head might come 
off.”’ 

Many other similar descriptions could be 
listed—all with individual variations. Many 
of the descriptions will be found to resemble 
very closely those given by patients with 
brain tumor, aneurysms of cranial arteries, 
true migraine, nasal or ocular disorders, 
allergic conditions, or other organic involve- 
ments. Therefore, a differential diagnosis 
can rarely be made on the basis of descrip- 
tion and localization alone. 


Differential diagnosis 

As ‘has been indicated before, the usual 
presence of other anxiety symptoms else- 
where in the body is a very suggestive clue; 
but a patient with an outspoken anxiety syn- 
drome may develop a clogged frontal sinus 
or even a brain tumor. Certainly such a pa- 
tient should have the benefit of all necessary 
neurologic, roentgenologic, and laboratory 
studies, as well as careful consideration of 
ocular, nasal, and allergic conditions. With- 
out enough such investigations to assure the 
patient and the doctor of the absence of or- 
ganic complications, treatment remains on 
shaky grounds. 

There are many other differential points 
to be mentioned. A family history of mi- 
graine or allergy is always interesting and 
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arouses suspicion, but is.far from being 
a conclusive fact in diagnosis. Steiglitz”) 
has described what he considers to be a typi- 
cal constitutional type in patients with mi- 
graine, but many neurotics and others with- 
out migraine fit into his deseription. 

Alvarez’, Wolff’, Selinsky™ and others 
have agreed that patients with migraine 
have a very characteristic personality pat- 
tern. They are oversensitive, tense, quick 
in thought movement, 
and usually above average in intelligence 
and social charm. They have doubts, rituals, 
fears, and feelings of insecurity. They feel 
frustrated, and out of this frustration spring 
strong feelings of anxiety and _ hostility 
which must be repressed. Much importance 
is attributed to the repressed hostility as a 
cause of the symptoms. It is agreed that 
many patients with migraine are of this 
type, but the same is true of many patients 
with anxiety conditions and _ involutional 
melancholia, regardless of the presence of 
headache. It should be noted here that 
Palmer’, in a psychiatric study of nearly 
500 patients with migraine, was unable to 
determine a clearly defined personality type. 
The striking feature of his evaluation was 
the “averageness” of the whole group. 

Moench’ gives an interesting and helpful 
table of differential points on migraine, his- 
tamine headache, and psychogenic headache. 
He calls attention to the time element. Psy- 
chogenic headaches often follow or are made 
worse by emotional! disturbances, and many 
patients can point out the relationship. Of 
course, a hangover headache becomes worse 
if the man goes to work in a boiler factory 
at 8 a.m. Moench also points out that, as a 
rule, headaches from organic diseases do not 
last “for years” or “all my life.”’ 

Another differential diagnostic point may 
be the reaction to certain drugs. Reaction of 
the patient to suggestion under Pentothal 
may be fairly conclusive, but it is to be re- 
membered that pain from organic sources 
can be relieved temporarily by hypnotic sug- 


and perfectionistic, 
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gestion. Susselman and others" worked out 
a technique for the differential diagnosis of 
anxiety headache, using Sodium Amypytal. 
They injected 12 grain intravenously, and 
then, after pauses for questioning, gave two 
more doses of !% grain each. “Of 34 cases 
with headache, 27 experienced complete re- 
lief varying from several hours to weeks. In 
any case relief was longer than the pharma- 
cological effects of sodium amytal would 
warrant. It was impressive where headache 
had been unrelieved for months or even 
years.” 

Frequently, differentiation of psychogenic 
headache from true migraine, histamine or 
allergic headaches will depend on the re- 
sponse to such drugs as ergot preparations, 
histamine, Benadryl, niacin or a test with 
nitroglycerin. 

Treatment 

Not all the differential diagnostic points 
have been covered, but I want to go on toa 
very important question regarding these 
functional headaches. The question is, ““How 
can we understand this symptom and how 
can we interpret it to the patient?’ Confi- 
dence in the diagnosis, an understanding of 
the mechanism, and full explanation to the 
patient are fundamental in all the therapy. 
Certainly we agree that such headaches are 
not imaginary and that the patient does not 
deliberately conjure up a headache. 

It is my belief that in the anatomy and 
physiology of headache as described by Dr. 
Green, we find also the answer to the func- 
tional headache. Certainly elsewhere in the 
body there is ample evidence that emotions 
bring about changes in the vasomotor, secre- 
tory and muscular systems. Wolff and 
others have demonstrated in the cerebral cir- 
culation vasomotor responses to emotions. 
Vasodilatation and vasoconstriction within 
the cranium should coincide with general 
arterial pressure. Muscle tension elsewhere 
in the body gives rise to fatigue and dull 
pain. If, under emotional stress, we “tense 
up,” especially in the neck and shoulders, 
this tension can account for much occipital 
headache. Elsewhere in the body numbness, 
tingling, and various paresthesias commonly 
accompany anxiety states; why should the 
scalp be spared such sensations? 


Susselman, S., Feldman, F. and Barrera, S. E.: Intra- 
venous Injection of Sodium Amytal as a Test for Latent 
Anxiety, Arch. Neurol. & Psychiat. 56:567-580 (Nov.) 
1946, 

8. Wolff, H. G.: Headache and Other Head Pain, New York, 
The Oxford University Press, 1948. 
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The head and the heart are the two most”° 
important parts of the body. When peculiar 
sensations appear in the head and are ac- 
companied by inability to concentrate, the 
anxiety about the mental status mounts 
rapidly. This anxiety brings great concen- 
tration on all functions and feelings. If we 
concentrate with anxiety on the region of 
the heart or even on a knee joint, we become 
aware of sensations that were unnoticed be- 
fore. It is as if a spotlight had been focused 
on a very limited area. 

It is often extremely difficult to convince 
the patient that no organic pathology exists 
in the cranium, especially when doubts about 
sanity are present. Frequently the patient 
cannot believe that doctors have means of 
making a more accurate diagnosis of intra- 
cranial lesions than of intra-abdominal] dis- 
ease. Explanations about muscle tension in 
the occipital region, as well as paresthesias 
of the scalp, may be understood and ac- 
cepted, but in talking about intracranial cir- 
culation we are on dangerous ground. Ane- 
mia and congestion of the brain have serious 
import for the layman. 

By way of explanation along this line, I 
find it advantageous to state that a person 
blushes or turns pale without localized pain 
in the face because there is no limiting space. 
To this must be added the statement that 
people can go on blushing or turning pale 
throughout a lifetime, and yet produce no 
vascular changes in the facial vessels. Even 
after this explanation, the patient may har- 
bor the fear of a vessel or something else 
breaking loose inside the head. 

As was stated above, understanding by the 
patient of the physiologic causes of symp- 
toms is a necessary starting point for psy- 
chotherapy. There is not sufficient time to 
discuss this topic further. My purpose has 
been to round out the discussion of headache 
by calling attention to the functional types— 
their characteristics, diagnosis, and etiology. 
Wolff and others agree that over half of the 
patients coming to doctors with a complaint 
of headache have no organic disorder that 
accounts for the symptom. The doctor can- 
not dismiss this common complaint as imag- 
inary, or tell the patient simply that all ex- 
aminations are negative. He must have a 
clear concept of the physiologic mechanism 
and be able to transmit this in simple, yet 
complete and satisfying, terms to his patient. 
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SURGICAL MANAGEMENT OF 
PRESENT-DAY EMPYEMA 


PAUL W. SANGER, M.D. 
CHARLOTTE 


Empyema of the pleural cavity now occurs 
infrequently. The reduction in the incidence 
of this disease is due to the use of antibiotic 
and chemotherapeutic agents. Since the in- 
troduction of penicillin, empyema rarely fol- 
lows pneumonia, but is usually the result of 
a bizarre and frequently ominous underlying 
condition. 

The cases that require surgical treatment 
usually result from bronchiectasis, lung ab- 
scess, subdiaphragmatic abscess, carcinoma, 
infected hemothorax, or inadequate drainage 
of a postpneumonic empyema. In view of the 
gravity of these underlying factors, our con- 
cept of empyema has changed and we have 
had to alter our attack on this condition. It 
has been our experience that an exploratory 
thoracotomy is indicated in any case of 
empyema of the pleura that does not ade- 
quately respond to chemotherapy, general 
supportive measures, and aspiration or 
closed drainage. 

Virtually no patient is too ill to undergo 
pulmonary surgery, provided the following 
conditions are fulfilled: (1) restoration of 
blood volume and continuous intravenous 
use of whole blood during the operation; 
(2) judicious use of penicillin or streptomy- 
cin (the choice of drug depending upon the 
causative organism); and (3) the avail- 
ability of a competent anesthetist trained to 
give endotracheal anesthesia. 

Exploratory tnoracotomy (resection of 
major part of the fifth or sixth rib) provides 
adequate exposure to enable the operator to 
determine whether decortication of the lung 
will be sufficient or whether resection of a 
portion of the lung is indicated, and whether 
the resection should be done immediately or 
delayed for a subsequent operation. 


Preoperative Examination and Preparation 
of the Patient 


A carefully taken history will often elicit 
symptoms suggestive of chronic pulmonary 
disease and pre-existing bronchiectasis. An 
X-ray examination of the chest is made with 

Read before the Section on Surgery, Medical Society of the 
State of North Carolina, Pinehurst, May 4, 1948. 


From the Charlotte Hospital, Charlotte, 
Carolina. 
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the patient in the anteroposterior and lateral 
positions. In our experience, stereoscopic 
films of the thorax are misleading. Fluid 
from the abscess is aspirated and examined 
bacteriologically. Penicillin or streptomycin 
is continued (as virtually all of these pa- 
tients have received antibiotics before the 
surgeon is consulted), the drug depending 
upon the bacteria found in the aspirated 
fluid. 

The accurate determination of blood vol- 
ume and hemoconcentration, as indicated by 
the hematocrit reading, is a preoperative es- 
sential. We endeavor to elevate the hemato- 
crit to a level of 48 vol. per cent or above by 
using whole blood transfusions. Frequently 
an intercostal tube is placed in the empyema 
pocket, but this is merely a preliminary step 
to the definitive treatment that follows after 
the cell volume has been restored to normal, 
and in certain cases after bronchographic 
and bronchoscopic examinations have been 
completed. When bronchial communication 
into the pleural cavity, or other parenchymal 
diseases which may warrant resection of the 
lobe are suspected, we advocate bronchoscopy 
and bronchograms. 


Operative Procedure 


When the preliminary studies and prepa- 
ration of the patient are completed, an ex- 
ploratory thoracotomy under endotracheal! 
anesthesia and with continuous intravenous 
blood infusion is undertaken. If the empy- 
ema is extensive, the cavity is explored 
through the fifth or sixth rib bed"; but when 
there is a relatively small cavity, a section 
of rib directly over the pocket is removed. 
The fibrin and exudate are evacuated, and 
decortication of the compressed lung is com- 
pleted. The objective of this procedure is to 
re-expand the constricted lung. However, 
when bronchiectasis, lung abscess, or malig- 
nancy exists, we prefer in certain instances 
to remove the involved lung in one opera- 
tion; in other cases it may be desirable to 
delay extirpative surgery until a jater date. 


Case Reports 


The following case reports, illustrating 
several different etiologic types of empyema, 
may be of aid in determining the proper 
procedure for the management of the empy- 
ema patient. 


rhoracis, 


Acute Empyema 
(Jan.) 1946. 


1. Sanger, P. W.: Decortication in 
Surg., Gynec. & Obst. 82:71-80 
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Fig. la (Case 3). Multiloculated empyema, a 
complication of infected hemothorax. 


Grossly tnfected hemothorax 
(multiloculated empyema) 


Cases 1, 2, and 3. Three patients—a 48 year old 
woman, a 40 year old man, and an 18 year old boy 
(fig. la)—all had infected, organized hemothorax 
resulting from stab wounds of the chest. These in- 
dividuals were treated conservatively by aspiration 
of the blood, but in all the thoracic cavity became 
grossly infected. Each of these cases was managed 
by decortication of the lung. Each was immediately 
relieved of the respiratory difficulty and toxic symp- 
toms, and was discharged in less than thirteen days 
after operation with the lung fully expanded (fig. 
1b). 


Comment: World War II taught us that 
cases of multiloculated empyema secondary 
to infected, organized hemothorax can be 
treated by decortication™. By this means we 
are able to salvage individuals who other- 
wise would probably become pulmonary 
cripples. 


Empyema secondary to trauma 


Case 4. A man, 32 years old, came to the hospital 
complaining of dyspnea, chills, and fever of twelve 
days’ duration, He had suffered a severe blow to 
his right chest seventeen days previously, but no 
evaluation of his injury had been made at that time. 

On admission we found a pale, dyspneic, acutely 
ill individual with no evidence of external thoracic 


2, (a) Samson, P. C. and Burford, T. H.: Total Pulmonary 
Decortication, J. Thoracie Surg. 16:127-145 (April) 1947. 
b) Tuttle, W. M., Langston, H. T., and Crowley, R. T.: 
The Treatment of Organizing Heniothorax by Pulmonary 


Decortication, J. Thoracic Surg. 16:117-126 (April) 1947. 
(ce) Sanger, P. W.: Evacuation Hospital Experiences with 
War Wounds and Injuries of the Chest, Ann. Surg. 122: 
147-162 (Aug.) 1945. 


Fig. 1b (Case 3). X-ray of the chest made on 
the day the patient was discharged, ten days 
after decortication of the lung. 


trauma. There was dullness of the right lung base. 
Aspiration of the chest produced a purulent exudate 
infected with mixed organisms. His temperature 
ranged from 103 to 104 F. He was given large doses 
of penicillin and his hematocrit was built up to 48 
by blood transfusions. Bronchoscopic and broncho- 
graphic examinations showed nothing to account for 
his existing empyema, A catheter was placed in the 
eighth interspace, but his condition did not improve. 

An exploratory thoracotomy was done. Foul- 
smelling exudate was removed and the lung freed 
of its constricting fibrin. The patient was discharged 
ten days after thoracotomy, with his lung expanded. 


Comment: Since no intrathoracic lesion 
could be found to account for this patient’s 
empyema, it was assumed that trauma was 
the causative factor. The fact that this pa- 
tient was well enough to be discharged ten 
days after the empyema cavity was explored 
justifies this means of management. 


Case 5. A 32 year old white man was transferred 
to Charlotte Memorial Hospital after having sur- 
vived an automobile accident in which a two-by-four 
was thrust through the right side of his chest. The 
surgeon who first saw him debrided and closed the 
wounds of entrance and of exit, and gave him a 
transfusion of approximately 3,000 cc. of whole 
blood. Three weeks afterward, the lung was com- 
pletely compressed (fig. 2a) and the right pleural 
cavity was filled with purulent exudate containing 
predominantly hemolytic staphylococci. At this time 
the necrotic wound in the second anterior interspace 
was open directly into the chest cavity. A catheter 
was inserted in the eighth interspace in the posterior 
axillary line as the patient was prepared for a 
thoracotomy. 

At operation decortication was carried out, and 

















December, 1948 


EMPYEMA—SANGER 


611 





Fig. 2a (Case 5). Multiple fractures of ribs, 
with pyopneumothorax. 


the wounds of entrance and exit were further de- 
brided and closed by plastic movement of soft tissue. 
The patient required 2,500 ce. of blood during this 
operative procedure. His postoperative course was 
complicated by a mild pneumothorax (fig. 2b), 
which resulted when one of the closed drainage 
catheters was inadvertently pulled out of the water. 
However, his recovery was delayed only a few days, 
and he was discharged symptomless twenty-one days 
after operation. 

Comment: This case further emphasizes 
the importance of a thorough understanding 
of chest physiology on the part of everyone 


who plays any role in handling such cases. 


Empyema due to bronchiectasis 


Case 6. A 21 year old white female was admitted 
with the complaint of a knife-like pain in the left 
side of the chest, which had begun forty-eight hours 
previously, and was associated with dyspnea, chills, 
and fever. Her past history was suggestive of 
chronic bronchiectasis, the presence of which was 
subsequently confirmed by bronchograms, 

On examination, she was mildly cyanotic and 
dyspneic, and obviously very ill. Her temperature 
was 103.6 F. and her pulse was rapid and weak. The 
trachea was displaced to the right, as was also the 
mediastinum. There was dullness in the left base 
and hyperresonance over the left apex. A _ turbid, 
thin exudate, containing a mixture of alpha Strep- 
tococcus and non-hemolytic Staphylococcus aureus, 
was aspirated. Transfusions were given to elevate 
the hematocrit above 48. A catheter was inserted 
in the eighth interspace, but adequate drainage was 
not secured. 

Since her condition did not improve, an explora- 
tory thoracotomy was done through the sixth rib 
bed and the lung was decorticated. No communica- 
tion was found into the lung parenchyma. It was 


Fig. 2 (Case 5). Chest film made ten days after 
decortication of the lung and plastic closure of 
wounds in the chest wall. 


thought unwise at this time to proceed with a re- 
section of the left lower lobe, which was known to 
be involved with bronchiectasis. Her postoperative 
course was satisfactory, She was discharged from 
the hospital twelve days after operation, symptom- 
less and with her lung expanded. Three months 
later she returned for a lobectomy. Her recovery 
was prompt, and she returned home ten days after- 
ward, 

Comment: Because of the history of bron- 
chiectasis, we concluded that the sudden on- 
set of her symptoms was due to the rupture 
of a bronchiectatic abscess. In view of the 
fact that she grew worse under conservative 
means, it was thought prudent to proceed 
with an exploratory thoracotomy. Her sub- 
sequent course justified that decision. 


Case 7. A 16 year old girl was admitted to 
the hospital complaining of general malaise and a 
persistently draining sinus in the left side of the 
chest which had been present for three months, Her 
past history revealed that she had had frequent 
bouts of cough, chills and fever, and lobar pneu- 
monia. The last attack, three months previously, 
was complicated with empyema. An open rib resec- 
tion had been done for drainage of the empyema. 
Her symptoms of productive cough and general de- 
bilitation continued as the thoracic sinus drained 
profusely. The hematocrit was low. Bronchoscopic 
and bronchographic examinations disclosed extensive 
bronchiectasis throughout the entire left lung. 

A pneumonectomy was done in spite of the pres- 
ence of empyema. Surprisingly, the patient’s post- 
operative course was uncomplicated. She was dis- 
charged within two weeks after operation. Two 
months later, however, turbid fluid was aspirated 
from the left chest cavity. A one-stage thoracoplasty 
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(Case 8), 


Chest film showing dense 
empyema at base, pneumothorax at apex (From 
Sanger, P. W.: Exploratory Thoracotomy in the 
Management of Pleural Empyema, J. Thoracic 


Fig. 3a 


Surg., in press). 


sufficiently collapsed the apex. She left the hospital 
less than two weeks after this procedure, and has 
remained symptom-free. 


Comment: The empyema in this case oc- 
curred following pneumonia; but it should 
be noted that the pneumonia was probably 
an acute flare-up of chronic bronchiectasis. 
It is also noteworthy that a pneumonectomy 
and thoracoplasty done in the presence of 
pus did not result in acute pleural infection. 


Empyema secondary to liver abscess 


Case 8. A veteran of World War II was seen in 
consultation, complaining of pain in the right side 
of the chest, with chills and fever of five days’ dur- 
ation, His army record disclosed that he had had 
bloody dysentery while on foreign service two years 
previously. There had been no recent gastrointes- 
tinal symptoms. 

He was critically ill and semi-conscious, with 
marked shortness of breath and a temperature of 
102.6 Ff. The mediastinum was displaced to the left 
and there were no respiratory movements of the 
right side of the chest. An x-ray showed signs of 
air in the right apex and consolidation at the right 
base (fig. 3a). No abdominal abnormalities were 
noted. 

A thick material resembling anchovy paste was 
aspirated from the right side of the chest, cultures 
of which failed to grow any organisms. Stool exami- 
nation likewise did not disclose any pathogenic or- 
ganisms, Following bronchography which showed 
nothing significant, the patient was prepared for an 
exploratory thoracotomy. 

Following removal of the sixth rib, the pleural 


Fig. 3b (Case 8). Normal lung expansion four- 
teen days after decortication. 


cavity was emptied of purulent, non-odorous, pasty 
material, and the lung was decorticated. An amebic 
liver abscess communicating through the diaphragm 
into the pleura was found. By resection of the 
eleventh rib, the liver abscess was drained subdia- 
phragmatically. A course of emetine was given, The 
patient was afebrile on the third postoperative day, 
and was discharged fourteen days after operation 
(fig. 3b). Two months afterward he returned to his 
duties as a millworker, Emetine therapy was re- 
peated three months later. 


Comment: Only by an exploratory thora- 
cotomy could the underlying pathologic 
changes and the causative factor in this case 
be determined. Physical examination §re- 
vealed no signs suggestive of liver involve- 
ment. 


Pyonephritie abscess producing 
pleural empyema 


Case 9, A woman 31 years old was admitted with 
the complaint of chills, fever, and a cough productive 
of foul sputum. These symptoms had been present 
for six days. A diagnosis of right pyonephrosis had 
previously been made on the urologic service, and 
she had been allowed to return to her home prepa- 
ratory to a kidney operation. When she was re- 
admitted with increased respiratory symptoms, 
bronchograms disclosed a communication between 
the right lower bronchus and the right pyonephritic 
kidney. 

A compromising approach was made by resecting 
a lower rib. A large abscess (pyonephritic kidney) 
was entered, and the lung was freed of its constrict- 
ing adhesions; the kidney was then removed by Dr. 
Robert McKay. Her cough and other respiratory 
symptoms cleared up rapidly. When the patient was 
seen four weeks after operation, she was free of 
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symptoms, and the lung was satisfactorily re- 


expanded. 

Comment: This case represents one of the 
bizarre causes of pulmonary empyema. It 
also illustrates the type of case in which an 
extensive exploration of an empyema cavity 
is justified in order to extirpate the under- 
lying cause. 


Postpneumonic empyema 
inadequately treated 


Case 10. A colored man complained of a cough 
productive of foul sputum, and an abdominal hernia. 
These symptoms began a few days after a “gall- 
bladder operation,” performed ten months previous- 
ly. During his convalescence he developed “pneu- 
monia” which was complicated by empyema. The 
old records showed that the left chest cavity was 
drained by rib resection. His convalescence was 
further complicated by the development of an in- 
cisional hernia. 

On admission to the hospital he was anemic and 
dyspneic, and coughed continuously. The mediasti- 
num was displaced to the right. No breath sounds 
could be heard in the left lung, There was a pro- 
truding herniation in an upper right rectus scar. 

A thoracotomy was done, and a thick, tenaciously 
adherent capsule was removed from the left lung. 
Bleeding was profuse, and the patient was given a 
transfusion of 2,000 cc. of whole blood. His post- 
operative course was surprisingly satisfactory. Ten 
days after thoracotomy the ventral hernia was re- 
paired. Two months later the patient was making 
his own livelihood as a sweeper in a mill, free of all 
respiratory symptoms. 


Comment: This patient had been inade- 
quately treated for a postpneumonic empy- 
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ema ten months previously. The general de- 
bilitation and purulent drainage which he 
suffered could probably have been avoided by 
decorticating his lung originally. 


Postpneumonic empyema 


Case 11. A 43 year old man had had influenza four 
months previously, and for three weeks had suffered 
from general malaise, chills and fevers, and produc- 
tive cough. His temperature was recorded as 103.6 
F. There was no dyspnea, Pertinent findings were 
dullness of the right base with absence of breath 
sounds (fig. 4a). Foul-smelling pus which had the 
characteristic odor of a lung abscess was aspirated 
from the pleural cavity. Bronchoscopic examination 
showed nothing grossly abnormal, 

The seventh rib was extirpated and 2,000 .-. of 
semiorganized fibrin and pus were removed, Then, 
with considerable tediousness, decortication of the 
lung was completed. Bleeding was severe, as it was 
necessary to remove a considerable portion of vis- 
ceral pleura. Re-expansion of the lung was estimated 
to be 95 per cent complete. For the most part, the 
lower lobe was completely devoid of any pleural 
covering. Two large catheters were used to drain 
the pleural cavity, both of which were removed with- 
in seventy-two hours after operation. The patient’s 
recovery was prompt and he was discharged nine- 
teen days after operation (fig. 4b). 

Case 12, A woman, aged 47, was admitted to the 
hospital complaining of chills and fever and pro- 
ductive cough of five weeks’ duration. Her tempera- 
ture was elevated to 101 F. There was dullness in 
the left posterior scapular region, An odorous, puru- 
lent, thick exudate was aspirated, from which a mix- 
ture of cocci and bacilli were cultured. 

A. thoracotomy was performed by resecting a seg- 
ment of the sixth rib. Approximately 700 cc. of 
thick, foul exudate was evacuated. A well organized 
sheet of fibrin held the lung compressed. This was 





Fig. 4a (Case 11). Posterolateral empyema 
pocket following influenza. 


4b (Case 11). Two weeks after decortica- 
the patient was clinically well. 


Fig. 


tion, 
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Fig. 5 (Case 12). Ten days after decortication 
the patient was symptomless, the lung expanded. 


removed by blunt and sharp dissection. The lung 
bled rather freely, but re-expanded almost com- 
pletely after removal of this adherent capsule, Blood 
was adequately replaced during the operation. 

The patient’s postoperative course was uneventful. 
She was afebrile on the third postoperative day and 
was allowed to return to her mountain home ten 
days after operation (fig. 5). 

Comment: It must be recognized that the 
last two cases simulate the old familiar type 
of postpneumonic empyema. We believe now 
that an open thoracotomy and decortication 
is the treatment of choice even in these 
simple, uncomplicated empyemas. This belief 
is supported by the fact that these patients 
were restored to health in an amazingly 
short time compared with the period of con- 
valescence required following our former 
treatment of open or closed drainage. 


Summary 


1. The universal use of antibiotic and 
chemotherapeutic agents has made pleural 
empyema an infrequent occurrence. 

2. The previously unusual causes of 
empyema, such as bronchiectasis, lung ab- 
scess, ruptured subdiaphragmatic abscess, 
and infected hemothorax, now account for 
the majority of cases. 

3. Exploratory thoracotomy is frequently 
necessary to uncover the underlying cause of 
present-day empyema. 

4. This extensive operation is relatively 
safe if the patient is properly prepared, if 
whole blood is used for replacement therapy, 
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if antibiotics are used postoperatively, and 
if a competent anesthetist trained to give 
endotracheal anesthesia is available. 

5. Cases illustrating some of the etiologic 
types of empyema are reported as justifica- 
tion for this vigorous attack on empyema. 

6. There have been no deaths in our series 
of cases, and all of the patients have been 
fully rehabilitated within a comparatively 
short time. 


Discussion 


Dr. Clarence E. Gardner (Durham): My first re- 
action to Dr. Sanger’s paper was that this is an 
extremely radical approach, However, on considera- 
tion and reflection, I think I can agree with mosi of 
his conclusions. His thesis is predicated on the faci 
that the old type of empyema is rarely seen any 
more. When it does occur, it usually responds to 
aspiration, even though his last two cases do not 
bear out that statement. 

Since present-day empyema is usually dependent 
on some complicated condition, it seems reasonable 
that a more complicated type of operative procedure 
is necessary for its treatment. 

These complicated empyemas, resulting from sup- 
purating diseases of the lung, lung abscess, hemo- 
thorax, or a subphrenic abscess which ruptures into 
the pleural cavity, rarely respond well to simnle 
operative procedures. Now that we have antibiotics, 
multiple transfusions, and good anesthesia. patients 
with chronic diseases of the lung can safely be op- 
erated upon. 

I am not sure that it is a good idea to resect a 
lobe of the lung in the presence of acute empvema. 
but I believe Dr, Sanger said that he first emploved 
drainage in such cases, Certainly we know that lobes 
of lungs and diseased portions of lungs can be re 
sected suecessfully in the presence of pleural sup- 
puration. 

My own experience has been greatest with na- 
tients who had infected hemothorax, There military 
experience has proved beyond doubt the necessitv 
for decortication if the collapsed lune is to re- 
exnand and the infected cavity to be obliterated. 

I rather imagine that in the future decorticatinn 
of the lung in chronic empyemas will make the old 
simple procedure of drainage obsolete. At any rate 
Dr. Sanger reported one case today in which de- 
cortication cured an empyema of ten months’ dura- 
tion. 





It always seems to me odd in the extreme that 
doctors who, when students, suffered from frequencv 
of micturition before an examination. or who. when 
in France, had actual experience of the bowel loose- 
ness that occurred before action, should persistentlv 
refuse to seek a psychical correlative—not to sav 
an etiological factor—when confronted with a case 
of functional enuresis or mucous colitis. I often 
wonder that some hard boiled and orthodox clinician 
does not describe emotional weeping as a “new dis- 
ease,” calling it paroxysmal lachrymation, and sug- 
gesting treatment by belladonna, astringent local 
applications, avoidance of sexual excess, tobacco and 
alcohol, and a salt free diet with restriction of fluid 
intake; proceeding, in the event of failure to early 
removal of the “tear glands.”—F. G. Crookshank, 
quoted by Alexander Simon: The Role of the Psv- 
chiatrist in Cardiovascular Disorders, California 
Med, 69:185-189 (Sept.) 1948. 
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ACCIDENTAL POISONING IN 
CHILDREN 


JAY M. ARENA, M.D. 
DURHAM 


More than 500 Americai: children die an- 
nually from the accidental ingestion of poi- 
son. The actual number is probably much 
greater than this, since many fatalities from 
poisoning are not recognized as such. How- 
ever, the mortality is only a part of the pic- 
ture. Many children who survive the inges- 
tion of poison are left with permanent dis- 
abilities—for example, esophageal strictures 
following caustic alkali (lye) poisoning. 
Practically all of these deaths and disabili- 
ties are caused by the ingestion of poisons 
contained in household agents. All could be 
prevented by reasonable care and precaution. 
All drugs and household agents containing 
poison should be kept away from children. 
The results of parents’ carelessness in leav- 
ing poisons where innocent children can 
swallow them are truly tragic. 

Lye Poisoning 

The type of poisoning seen most frequent- 
ly in this section of the country from a 
household agent is caustic alkali poisoning 
from the ingestion of lye. Since the opening 
of Duke Hospital eighteen years ago, more 
than 200 children have been treated for 
stenosis of the esophagus from the ingestion 
of lye. Commercial lye preparations contain 
95 per cent sodium hydroxide, and cleansing 
solutions and washing powders contain 8 to 
50 per cent of caustic alkali. Lye is still 
commonly used by poor people in the home 
manufacture of soap. The availability and 
widespread use of these materials account 
for the frequency of lye poisoning, especially 
in small children, despite the publicity which 
has been given it. 

If the patient is seen immediately after 
the ingestion of the alkali, an attempt should 
be made to neutralize the corrosive with a 
weak acid such as dilute vinegar, lemon 
juice, or orange juice. Gastric lavage is not 
indicated, as the alkali is neutralized in the 
stomach by hydrochloric acid; furthermore, 
it is doubtful if much of the alkali reaches 
the stomach, since the first swallow causes 
nf From the Department of Pediatrics, Duke University School 
of Medicine and Duke Hospital, Durham, North Carolina. 


Read before the Second General Session, Medical Society of 
the State of North Carolina, Pinehurst, May 5, 1948. 
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severe pain and very little is taken. The oral 
Cavity should be examined carefully for 
damage to the uvula, soft palate, or other 
parts of the posterior portion; such damage 
is usually an indication that some alkali has 
been swallowed and that erosion of the 
esophageal mucosa has probably occurred. 
The patient should be given a sedative if he 
is restless, and the diet should consist of 
fluids and soft, nonirritating foods. If ero- 
sion of the esophageal mucosa is suspected, 
a soft rubber, eyeless catheter, filled with 
mercury or small lead shot, should be passed 
into the stomach at intervals to help prevent 
the formation of a stricture. The dilatations 
are usually begun on the fourth day after 
the ingestion of the alkali and are repeated 
daily for two weeks, during which time the 
size of the catheter is gradually increased 
until a number 32 or 34 catheter is passed 
with ease. Dilatations are then done at less 
frequent intervals, but should be continued 
for at least a year. X-ray examination after 
a barium swallow is helpful in detecting 
esophageal damage and early stricture for- 
mation. 

If a patient is seen several days or weeks 
following the ingestion of the alkali and 
presents the symptoms of partial esopha- 
geal obstruction, one snould not pass cathe- 
ters blindly but should do barium studies 
and esophagoscopy to determine the nature 
and extent of the esophageal damage. Per- 
oral dilatations through the esophagoscope 
may be performed if there is a single stric- 
tured area which is not severe, but gastros- 
tomy and retrograde dilatations are safer if 
multiple or very narrow strictures are found. 
Surgical procedures recently devised to cor- 
rect esophageal strictures will be used more 
often in the future. 

Kerosene Poisoning 

The next most common type of poisoning 
is kerosene poisoning. Kerosene is often 
left carelessly about the home in a soft drink 
bottle, and thirsty toddlers do not hesitate 
to sample it. Kerosene poisoning may be 
followed by acute toxemia with depression, 
severe pneumonia with fever, or severe 
pneumonia with degenerative changes in the 
liver, kidneys, lungs, and heart. Treatment 
consists in cautious lavage of the stomach; 
an effort should be made to prevent gagging 
and any aspiration of the gastric contents, 
and 30 to 60 ce. of olive or mineral oil should 








616 NORTH CAROLINA MEDICAL JOURNAL 


be left in the stomach. Until recently the 
use of gastric lavage has been considered 
dangerous, but the work of Deichmann and 
his co-workers") has demonstrated that 
changes in the lungs can also be due to ab- 
sorption from the blood stream. Emetics, 
however, should never be used in cases of 
kerosene poisoning. 


Sodium Fluoride Poisoning 


Sodium fluoride poisoning resulting from 
the ingestion of roach powder is a very lethal 
type of poisoning, and the ingestion of any 
appreciable amount of this substance causes 
death within eight hours if prompt therapy 
is not given. The symptoms usually consist of 
severe hematemesis, abdominal cramps, 
weakness, shallow respirations, and eventual 
respiratory failure. Hematuria is not often 
mentioned, but severe damage to the tubules 
and glomeruli of the kidneys has been re- 
ported. Treatment consists in immediate 
lavage of the stomach with any soluble cal- 
cium salt (chloride or lactate, for example) 
to change the soluble sodium fluoride to the 
insoluble and innocuous form of calcium 
fluoride. Calcium should also be given intra- 
venously and intramuscularly. Supportive 
treatment should be carried out as necessary. 


Case Report 


A 12 month old boy was admitted to Duke Hos- 
pital on September 8, 1947. At noon on the same 
day his mother had noted that he was irritable, 
but he ate his lunch. Two hours later he vomited 
a small amount of blood, The hematemesis con- 
tinued in progressively larger amounts. Five hours 
later (four hours prior to admission) the parents 
noted that the child had gross hematuria and a 
yellow tint to his skin, and that he was restless. 

On admission the infant was drowsy but re- 
sponded well to stimuli. The urine in the diaper 
was grossly bloody. The skin was markedly icteric, 
but the scleras were clear, The urine contained albu- 
min (1 plus) and many red blood cells in a centri- 
fuged specimen; the benzidine test was _ positive. 
The blood count showed 28,000 white blood cells. 
The blood nonprotein nitrogen was 44 mg. per 100 
cc, The results of other examinations were negative. 

On close questioning, the mother stated that the 
child had the habit of putting everything in his 
mouth. She denied poisoning, but stated that they 
had moved into a new home that very morning and 
that “anything could have happened.” 


On the suspicion that the patient had swallowed 
roach poison (sodium fluoride) his stomach was 
lavaged and 30 ce. of calcium gluconate (10 per cent) 
was left in the stomach, Five cubic centimeters of 
10 per cent calcium gluconate was given intra- 
venously and 5 cc. intramuscularly, A transfusion 
of 180 cc. of whole blood also was given on the day 
of admission, and repeated the following morning. 


1, Deichmann, W. B., Kitzmiller, K. V., Witherup, S., and 
Johansmann, R.: Kerosene Intoxication, Ann. Int. Med. 
21:808-828 (Nov.) 1944. 


December, 1948 


The parents at this time returned with samples of 
roach powder that had been scattered all over the 
house by the departing tenants. The patient was 
placed on a high protein and high carbohydrate 
diet, and was given sodium bicarbonate and ascorbic 
acid, By the second hospital day the child was eat- 
ing well and did not appear ill, although the albu- 
minuria and hematuria persisted for seven days. He 
was discharged on the ninth hospital day in good 
condition; his blood nonprotein nitrogen at that time 
was 34 mg. per 100 cc. 


Barbiturate Intoxication 


The widespread use of sedatives by the 
general population has led to a marked in- 
crease of barbiturate intoxication in chil- 
dren. Symptoms of acute poisoning are ref- 
erable largely to the nervous and cardio- 
vascular systems. A period of excitement 
and hallucinations may precede the depres- 
sion. Respiration is soon affected. The re- 
sulting anoxia may cause capillary dilatation 
and permeability resulting in shock. The 
activity of the reflexes is usually inversely 
related to the intensity of the depression. 
The pupils usually react to light and may be 
dilated or constricted. Blood pressure falls 
rather late. Urination may be decreased or 
suppressed. The temperature falls, and the 
skin is cold, moist, and cyanotic. 

The diagnosis is usually made from the 
history and physical examination. Differen- 
tiation from the poisoning caused by other 
central nervous system depressants or from 
coma due to other causes may be difficult. 
Identification of the drug in the gastric con- 
tent or urine is usually necessary. 

The prognosis is dependent upon the 
amount and type of barbiturate ingested, 
and on the efficacy and promptness of ther- 
apy. If the patient survives the first twenty- 
four to thirty-five hours, the chances of re- 
covery are usually favorable. Death may 
occur as a result of paralysis of the respira- 
tory center. 

Treatment consists of gastric lavage with 
warm water. Emetics are of little value and 
may add to the depression. Potassium per- 
manganate in a 1:2000-1:5000 solution may 
be effective in some instances. Magnesium 
sulfate left in the stomach may facilitate ex- 
cretion of barbiturate by the intestine. Meas- 
ures to maintain respiration and blood pres- 
sure should be instituted. 


Lead Poisoning 


Lead poisoning in children, though per- 
haps not as common as in the past, still oc- 
curs frequently enough that one should be 
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alert for the symptoms whenever they ap- 
pear. 


Case Report 

On November 7, 1947, a 7 year old white boy was 
admitted to Duke Hospital in a moribund condition. 
He had had convulsions, generalized weakness, 
anorexia and constipation for two weeks. He ex- 
pired before a complete examination could be made. 
However, marked papilledema was observed, and it 
was thought that he had had a brain tumor or 
tuberculous meningitis. No autopsy was obtained. 

Five days later, on November 12, 1947, his 5 year 
old brother was admitted with similar complaints. 
This child was irritable and had severe generalized 
weakness. He also had marked papilledema. An 
alert resident (Dr. H. B. O’Rear) became suspicious 
of lead encephalitis and began asking leading ques- 
tions. The source of lead was discovered to be from 
the burning of battery casings in the home. On 
further examination of the child, a lead line was 
seen at the gum margins, and x-rays of the long 
bones were typical of lead pcisoning. The spinal 
fluid findings were consistent with the diagnosis of 
lead encephalitis. The child was treated vigorously 
and responded well. 

Lead poisoning can be obtained by inges- 
tion of lead, inhalaton of lead, or absorption 
of lead from the skin (rarely seen in chil- 
dren). Poisoning by inhalation of lead from 
burning battery casings which contained 
lead sulfate and peroxide was first discov- 
ered by an observing intern (Dr. Mirion 
Bailey) at the Harriet Lane Home in 1932. 
The symptoms of lead intoxication, whether 
from ingested or inhaled lead, are similar. 
Since lead is absorbed more rapidly and com- 
pletely from the respiratory tract, however, 
the symptoms are more severe when lead is 
inhaled. 

The gastrointestinal symptoms are vomit- 
ing, anorexia, and constipation. Anemia due 
to destruction of the red blood cells may be 
moderate or severe; basophilic stippling is 
practically always present. The deposition 
of lead sulfide on the gum margins results in 
the lead lines seen in children after the teeth 
have erupted. Meningo-encephalitis is sus- 
pected when there is mental confusion, con- 
vulsions, and projectile vomiting. Papill- 
edema or optic atrophy may be discovered at 
this time. This is a severe complication, and 
the mortality rate in such cases is high 
(35 per cent). Neuritis is rare. X-rays of 
the long bones are diagnostic in children, for 
they will show a zone of increased density at 
the ends of the bones beneath the epiphyseal 
line. 

After the source of lead has been removed 
from the child’s environment, treatment 
consists in the administration of sodium 
citrate, 0.8 Gm. every four hours (citrate 
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ions combine with lead to form an insoluble 
and harmless complex which is slowly ex- 
creted), large doses of ascorbic acid, a diet 
rich in calcium, and calcium gluconate by 
mouth. 

BAL (2, 3 dimercaptopropanol, British 
anti-lewisite) is a good antidote for mercury, 
arsenic, gold, and cadmium poisoning. It is 
less effective for lead and silver, and prac- 
tically ineffective if tissue damage is exten- 
sive. It should, therefore, be given as soon 
as possible, and its administration should be 
continued until the urinary excretion of the 
metals is at a minimum. The dosage recom- 
mended is 3-4 mg. per kilogram intramuscu- 
larly every three to four hours. Since this 
amount is about half the toxic dose, undesir- 
able side effects are encountered. These in- 
clude lacrimation, salivation, nausea, vomit- 
ing, fall in blood pressure, and pulmonary 
edema. The previous administration of 
ephedrine may alleviate many of these symp- 
toms. 


Miscellaneous Types of Poisoning 


Reports of aniline dye poisoning among 
infants are fairly numerous. All of the pa- 
tients except one have been newborn infants 
poisoned by contact with diapers freshly 
stamped with material containing the aniline 
dye. One instance of paranitraniline poison- 
ing from the ingestion of waxed crayons has 
been reported. Aniline dye poisoning may 
cause severe degrees of cyanosis due to 
methemoglobinemia. The infants are apa- 
thetic, gasp for air, and may have convul- 
sions. 

Treatment consists in removing the source 
of the dye immediately and placing the in- 
fant in an oxygen box. If the cyanosis is 
alarming, methylene blue should be given. 

Mothballs composed of naphthalene are 
not highly toxic but may become more dan- 
gerous in the presence of oil. Naphthalene 
is practically insoluble in water and most of 
it is passed unchanged in the feces. Treat- 
ment should consist of copious lavage with 
tap water. 

Deodorants are usually a solution of an 
aluminum salt and are practically harmless. 
Depilatories contain barium or sodium sul- 
fide, which is fairly innocuous. However, 
thallium acetate, which has been used in 
depilatories, is very toxic, causing severe 
gastrointestinal symptoms and_ cerebral 
symptoms. Treatment should consist of 
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lavage with sedium thiosulfate, calcium by 
mouth, and sodium thiosulfate by vein. 

Phosphorus poisoning may occur from eat- 
ing rat poison or from certain fireworks such 
as the giant torpedoes. Matches do not con- 
tain the dangerous form of phosphorus at 
the present time. The gastrointestinal symp- 
toms are similar to those reported with 
sodium fluoride poisoning. Hematemesis may 
be severe. In the later stages cardiac and 
respiratory failure develops, sometimes ac- 
companied by delirium, coma and death. 

Oily or fatty materials such as milk should 
never be given these patients, as they aid 
the absorption of phosphorus. Prompt lavage 
with a 1:5000 solution of potassium perman- 
ganate will change the poison to innocuous 
phosphoric acid; irrigation should be con- 
tinued until the returning fluid is clear. Some 
magnesium sulfate should be left in the 
stomach. Intravenous glucose and molar lac- 
tate should be given as necessary for acido- 
SIs. 
Phenolphthalein: The candy cathartics 
such as Ex-Lax and Phenolax contain phe- 
nolphthalein, have an agreeable taste, and 
are frequently taken by mistake. Usually a 
violent catharsis is the only outcome. Occa- 
sionally an eruption occurs several hours 
later. Hyperpyrexia, hemiplegia, petechiae, 
ulcers in the mouth, anuria, coma, and car- 
diae and respiratory failure have been re- 
ported. Treatment consists in immediate 
lavage or emesis, together with symptomatic 
therapy. 

Strychnine poisoning, although not as 
commen now as in the past, is still respon- 
sible for many deaths in children. Bright- 
colored, sugar-coated cathartics and _ tonic 
tablets are responsible. Hinkle’s Cascara 
Tablets with strychnine sulfate (1/60 grain 
or 0.001 Gm.), A.B.S. tablets (aloes, bella- 
donna, and strychnine), Alophen Pills, and 
many others are left carelessly about where 
children can get hold of them. The symp- 
toms develop in one to three hours, depend- 
ing on the solubility of the tablets. The con- 
vulsions resemble the convulsions associated 
with tetanus. 

Treatment: Control the convulsions with 
intravenous sodium pentobarbital or Avertin 
by rectum. Avoid lavage until the convul- 
sions are controlled; then lavage the stomach 
with a 1:5000 solution of potassium perman- 
ganate or a tannic acid solution. Give acti- 
vated charcoal in water by mouth or stomach 
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tube. Start supportive therapy where neces- 
sary—artificial respiration, oxygen, and so 
forth. 

In salicylate poisoning toxic reactions are 
usually mild, but they may be serious. Head- 
ache, dizziness, ringing of the ears, auditory 
and visual difficulties, mental confusion, 
sweating, thirst, nausea, and vomiting may 
be observed. Skin reactions sometimes occur, 
and children may have some fever. Stimula- 
tion of the central nervous system may pro- 
duce restlessness, incoherent speech, mania, 
delirium, and hallucinations. Respiration 
may resemble that observed in diabetic or 
renal acidosis. Depression, stupor, and coma 
may follow, and convulsions may be present. 
Death is usually due to respiratory failure. 

The treatment is largely symptomatic. 
Gastric lavage should be used in acute cases, 
and the fluid and salt loss should be replaced. 
Intravenous glucose, caffeine, and ephedrine 
may be of value. 

Stramonium poisoning (jimson-weed, 
thorn apple, stinkweed, and so forth): All 
parts of the plant are poisonous, but espe- 
cially the seeds, which contain atropine, 
scopolamine, and hyoscyamine. The symp- 
toms first noted are thirst and disturbance 
of vision. The pupils are widely dilated and 
do not react to light and accommodation. The 
skin is hot and dry. Mental confusion, con- 
vulsions, and maniacal tendencies are often 
present. 

Treatment: Lavage the stomach with 
weak tannic acid solution (4 per cent) ; ad- 
minister magnesium sulfate. Small doses of 
pilocarpine are useful. The patient should 
be kept in a quiet, dark room, and sedatives 
should be given as necessary to control ¢on- 
vulsions and motor activity. 





Conclusion 


In the handling of cases of acute poison- 
ing in children, the following principles 
should be kept in mind: 

1. Identify the poison as soon as possible, 
so that specific measures may be 
promptly instituted. The label on the 
container, if still present and legible, 
will give the ingredients and also the 
antidote to use. 

Remove the bulk of the poison from 
the stomach by gastric lavage or an 
emetic (1 tablespoonful of mustard or 
2 tablespoonfuls of salt to a glass of 
warm water). Emetics should never be 
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used in cases of kerosene and caustic 
alkali poisoning, or if the patient is 
semi-comatose. 

3. Administer an antidote for the resid- 
ual poison not removed by gastric 
lavage. When a stomach tube is used, 
leave the antidote and other remedies 
in the stomach before removing the 
tube. 

Give an antagonist when available. 

5. Administer symptomatic treatment as 
indicated. 

6. When the nature of the poison is un- 
known, one may safely give the follow- 
ing universal antidote: 

Pulverized charcoal (burnt toast), 2 
parts 
Tannic acid (strong tea), 1 part 
Magnesium oxide (milk of magnesia), 
1 part 
One gram of charcoal will absorb 40 
mg. of phenol and more than 500 mg. 
of strychnine. The tannic acid precipi- 
tates alkaloids, certain glucosides, and 
many metals, while the magnesia 
serves to neutralize acids. 





VISUALIZATION AND PHOTOGRAPHY 
OF THE UTERINE CANAL 


W. B. NORMENT, M.D. 
GREENSBORO 


Hysterographic Examination 


The injection of an opaque dye into the 
uterine canal has previously been used prin- 
cipally to determine the patency of the fal- 
lopian tubes. During the past few years, 
however, hysterograms have been employed 
for the diagnosis of pathologic conditions of 
the uterine canal. Submucosal myomas and 
polyps, which often cause bleeding from the 
uterus, are difficult to diagnose either by pal- 
pation or by curettage. However, when an 
opaque dye is instilled into the uterine canal 
a submucosal myoma, polyp, or cancer of 
the fundus is usually easily seen upon an 
x-ray film. 

After one becomes acquainted with the 
variations in a normal hysterogram (fig. 1), 
it is easier to recognize defects produced by 
pathologic lesions. A well rounded defect of 
the uterine canal (fig. 2A) is probably a 
polyp or a submucosal myoma. These vary 
in size, sometimes filling the uterine canal. 
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Fig. 1. Hysterogram of a normal uterus. 


Very small polyps in the fundus are not al- 
ways the cause of bleeding. However, the 
same sized polyp near the cervix or in the 
cervix may produce vaginal spotting. Mul- 
tiple submucosal myomas do not always pro- 
trude very far into the uterine canal, but 
usually protrude enough to cause more or 
less “shelving” of the dye—that is, a shading 
out of the dye which is interpreted as due to 
pressure extrinsic to the uterine canal. 
Occasionally a defect which is more or 
less smooth in outline can be caused by a 
localized proliferation of the endometrium 
rather than a true polyp or submucosal my- 
oma. However, the very definite punched 
out area characteristic of a polyp or submu- 
cosal myoma is usually not seen in cases of 
endometrial hypertrophy. The punched out 
area produced by localized hypertrophy of 
the endometrium is seen as a light shading 
of the dye and not as a true defect. 
Carcinoma of the fundus can produce 
varied patterns in the hysterogram (fig. 3A 
and 4A). There may be slight irregularities 
of one wall, or, if the carcinoma is very ex- 
tensive, a lace-like appearance throughout 
the canal. The defect produced by carcinoma 
of the fundus may be similar to that seen in 
marked hypertrophy of the endometrium. 
Carcinoma of the fundus cannot be definitely 
diagnosed by hysterogram alone, but this 
method can serve as a lead to further inves- 
tigation. If there is doubt as to the cause 
of the defect seen in a hysterogram, direct 
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Fig. 2A. Hysterogram showing a pedunculated 
polyp of the fundus. Note the opaque acorn 
shadow. 


Fig. 2B. Polyp of the fundus removed from the 
patient whose hysterogram is shown in figure 
2A. The uterus contained many fibroids in the 
serosa. 


inspection of the uterine canal should be 
carried out by a lens system which will be 
described later. 
Method of examination 

A hysterogram can be made in the office, 
and unless there is marked constriction of 
the cervical canal it causes very little dis- 
comfort. A cannula with a detachable cathe- 
ter tip is inserted very easily into the aver- 
age uterine canal. Near the end of the can- 
nula is.a plastic acorn which is transparent 
to x-ray. The purpose of the acorn is to pre- 
vent a reflux of the dye around the cannula. 
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Fig. 3A. Hysterogram showing a carcinoma of 
the fundus. 





Fig. 3B. Carcinoma of the fundus shown in 
figure 3A, removed at operation. The diagnosis 
was made by hysteroscopic examination. 


The cannulas which we used previously had 
a fairly large rubber tip which was opaque 
to x-ray and often obscured pathologic le- 
sions of the uterine canal. With the plastic 
acorn which we have devised (fig. 5A), only 
the small tip of the cannula may be seen in 
the hysterogram. 

It is preferable that the dye be injected 
into the uterine canal when the patient is 
not bleeding. If the patient is bleeding con- 
tinuously, we attach a light rubber tissue 
bag (fig. 5B) to a catheter and instill the dye 
through the bag. In this way there will be 
no contact of the dye with the endometrium. 
This method, however, requires dilatation of 
the cervix under anesthesia. 
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Fig. 4A. Hysterogram showing a carcinoma of 
the fundus. 


Hysteroscopic Examination 


In cases with filling defects in the hyster- 
ogram, we have used a lens hysteroscope for 
direct visualization of the interior of the 
uterine canal. By this combination of x-ray 
examination and direct inspection, diagnosis 
of pathologic lesions in the uterine canal is 
made much more accurate. Various optical 
instruments have been used in an attempt 
to get a clear view of the canal. 


Attempts to develop a suitable instrument 


Many years ago we attempted to study the 
uterine canal with the aid of a hollow metal 
tube and reflected light. Because only a 
small portion of the uterine canal was seen 
by this method and because blood running 
into the tube obscured proper vision, this 
method was soon abandoned. 

During the past several years we have at- 
tempted to develop an instrument through 
which the uterine canal could be visualized 
directly. A lens instrument which could pro- 
duce slight dilatation of the uterine canal in 
certain cases and in which the field of vision 
would not be obscured by blood was sought. 
We have used various lens systems—the for- 
ward vision telescope, the foroblique lens, 
and the right angle vision lens—in an at- 
tempt to construct a suitable instrument. Re- 
gardless of the type of lens system used, it 
was necessary to prevent blood from adher- 
ing to the lens system and obscuring vision, 
and also at times to produce slight dilatation 
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Fig. 4B. Carcinoma of the fundus removed from 
the patient whose hysterogram is shown in 
figure 4A. The diagnosis was made with the 
hysteroscope. 


of the small uterine canal for proper vision. 

At first we used a small transparent rub- 
ber tissue bag over the end of the optical 
instrument, thinking that the pressure inside 
the bag would control hemorrhage by dis- 
tending the uterine canal slightly, and would 
also prevent the clotting of blood on the lens 
of the optical system. This method was 
found partially satisfactory in detecting sub- 
mucosal myomas and polyps, but the bag 
was not transparent enough to allow any 
study of the endometrium itself. In the large 
uterine canal fairly good vision could be ob- 
tained by this method, particularly if water 
instead of air was used in the rubber tissue 
bag. This method was abandoned, however, 
beeause wrinkling of the bag in the small 
uterine canal obscured the view. 

Later we devised a_ transnarent plastic 
tube, seven inches in length (fig. 5C), which 
could be slipped over the end of the optical 
instrument. The view obtained by this 
method was very good, but since a right 
angle lens had to be used with this device, 
only a limited area could be studied at one 
time. 

There were three drawbacks to the plastic 
sheath: (1) the limited side view of the 
uterine canal which was obtainable; (2) the 
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Fig. 5. Instruments used in the study of the uterine canal, 
A. Cannula with plastic acorn used to inject dye into the uterus 
B. Rubber tissue bag used for injection of dye into the uterus of patients who are bleeding 


continuously 


C. Transparent plastic sheath formerly used over the optical system of the hysteroscope 
D. Hysteroscope employed at present, made up of two airtight metallic sheaths. The inner 


sheath contains the optical system. 


difficulty of inserting the plastic sheath past 
a protruding submucosal myoma; and (3) 
the fact that the optical system scratched 
the inner surface of the sheath, making it 
opaque in a short time. An effort was made 
to overcome the first disadvantage by using 
a forward vision telescope in the plastic 
sheath. This did not prove satisfactory be- 
cause light waves reflected against the lens 
from the rounded end of the sheath made a 
glare which could not be removed. The third 
drawback was overcome by substituting for 
the plastic sheath a pyrex glass tube, coated 
with silicon vapor to repel blood and prevent 
clotting. This method was abandoned because 


of the risk of breakage. 

Our experience with the rubber tissue bag 
and with the plastic and glass sheaths taught 
us that the best method for studying the 
uterine canal would be by a forward vision 
telescope, which should have very free mo- 
tion through the cervix. It was believed that 
the problem of dilating the small uterine 
canal for observation could best be solved 
by air injection. 


Instrument employed at present 


The hysteroscope that we use at present 
(fig. 5D) is composed first of a metallic 
sheath, similar to a urethroscope, and con- 
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taining a metal obturator. After this sheath 
is inserted through the cervical canal to the 
uterine canal, the obturator is removed. A 
second metallic sheath containing the optical 
system and closed at the end with a trans- 
parent window is then inserted through the 
first sheath. The second sheath may be read- 
ily moved back and forth for observation of 
the uterine canal. The two sheaths that 
cover the optical system are airtight. When 
the first sheath is inserted into the uterine 
canal, equal air pressure is obtained between 
the interior of the uterine canal and the out- 
side air. Then when the second closed sheath 
is inserted, it carries a column of air into 
the uterine canal, causing slight dilatation 
for a period of time. The slight dilatation 
of the canal thus produced is advantageous 
in the small canals. 

Method of examination 

The preparation of a patient for hystero- 
scopic examination is similar to that for di- 
latation and curettage. Pentothal sodium or 
a low spinal anesthetic may be used. After 
the cervix is dilated and the first sheath of 
the hysteroscope is inserted, the patient’s 
head may be tipped in a Trendelenburg posi- 
tion. Then the second sheath containing the 
optical system is introduced for observation. 
Any projecting submucosal myoma or psiyp 
or any malignant lesion can be seen shortly 
after the tip of the sheath passes the cervix; 
then if closer observation is necessary, the 
optical system can be easily carried forward 
to the site of the growth. 

In the average uterine canal, the best view 
can be obtained either just after the instru- 
ment passes through the cervix or after it 
has been carried into the fundus and is be- 
ing slowly withdrawn. In the small uterine 
‘anal, even with slight air dilatation, vision 
is not as good when the instrument is being 
pushed forward into the uterine canal as 
when it is being withdrawn. 

For purposes of further study, photo- 
graphs of the uterine canal (fig. 6) may be 
made by a camera attached to the optical 
system. We have used both the Robot 
samera and the Leica camera with equally 
good results. The time of exposure varies 
according to whether black and white or 
colored films are being used. For the colored 
films it was found that a three minute ex- 
posure probably gives best results; for black 
and white films, the time of exposure is much 
less. The photographs that we have of the 
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Fig. 6. Photograph of the interior of a uterus 
made through the hysteroscope. 


interior of the uterus have been made 
through the right angle scope, which permits 
a view of only a portion of the wall of the 
uterus. As yet we do not have a photograph 
of the entire canal, which may be obtained 
through the forward vision telescope. 

Through the hysteroscope a carcinoma is 
seen as a whitish gray growth against a red 
background; the contrast in color is much 
greater than it appears in the specimen after 
removal. In a few cases of carcinoma of the 
fundus that we have observed through the 
hysteroscope there was no doubt as to the 
presence of a malignant growth. In doubt- 
ful cases, however, a curettage is the only 
safe way to determine the presence or ab- 
sence of a carcinoma of the fundus. An oper- 
ating hysteroscope through which a biopsy 
specimen may be taken under direct vision 
is being constructed at present. 


Summary and Conclusion 


In many cases, the cause of uterine bleed- 
ing can be determined by x-ray examination 
following the injection of a contrast medium 
into the uterine canal. When this procedure 
does not permit a positive diagnosis, a hys- 
teroscopic examination of the interior of the 
uterus should be made, and followed by 
curettage if necessary. A new instrument 
for making this examination has been de- 
scribed. 


The hysterograms which are reproduced with this article 
were made by Dr. Ignacio Bird of Greensboro. 
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oa iINSULIN-HYPOGLYCEMIA. IN ~ 
. DIABETES MELLITUS, . 


CHARLES W. STYRON, M.D. 
RALEIGH 


* Insulin hypoglycemia occurs so frequently 
that it remains an important complication 
of diabetic treatment. In an effort to de- 
termine the incidence and manifestations of 
insulin hypoglycemia, I have made a study 
of all cases occurring in the George F. Baker 
CUnic' of the New England Deaconess Hos- 
pital ever a four month period, and of all 
cases occurring in my private practice at Rex 
Hospital for a two year period—a total of 
175 insulin reactions in 702 diabetic admis- 
sions’. In each case the blood sugar, urine 
sugar, and especially the clinical features of 
hypoglycemia were recorded. 


Data Obtained on One Hundred and 
Seventy-Five Cases 
In the 702 diabetic admissions, the 175 in- 
sulin reactions were limited to 90 patients 
a fact which indicates that a patient who 
has one reaction is apt to have a second or 
a third. The ages of the patients (table 1) 


Table 1 
Ages of Patients 
Age (Years) 





No. Cases 





4-9 4 
10-29 42 
30-44 19 
45-59 15 
60-78 10 

Total 90 


varied from 4 to 78 years, the duration of 
diabetes from a few months to twenty years, 
and the duration of insulin treatment from 
the initial dose to twenty years. In 34 pa- 
tients the blood pressure was above 140 sys- 
tolic, 90 diastolic. 

A study of the group as a whole showed 
that the patients were undergoing rapid 
treatment and that the dosage of insulin 
was changing frequently—in some patients, 
daily. This series of cases would indicate 
that insulin reactions may be expected in 13 
out of every 100 diabetic admissions when 
an attempt is being made to regulate the 
dosage of insulin; the majority of these re- 
actions will be mild. 


Practice of Medicine, Medical 
1948, 


Read before the Section on the 
Society of the State of North Carolina, Pinehurst, May 4, 


1. Directed by Elliott P. Joslin, M.D. 
2. One hundred and fifty insulin reactions from the George 
F, Baker Clinic, 25 from Rex Hospital. 
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The lowest blood sugar recorded in this 
series was 15 mg. per 100 cc. in a 28 year 
old woman who was taking 16 units of crys- 
talline insulin and 40 units of protamine zinc 
insulin. The highest blood sugar recorded in 
any case diagnosed clinically as an insulin 
reaction was 78 mg. per 100 cc. The smallest 
dose of insulin resulting in hypoglycemia 
was 16 units of protamine zinc, and the 
highest was 44 units of crystalline and 80 
units of protamine zinc. Patients requiring 
larger doses of insulin naturally had more 
reactions. Hypoglycemia was also more com- 
mon in younger patients who were more 
active or whose activity varied from day to 
day. The incidence of reactions was higher 
in patients taking protamine zinc insulin to- 
gether with regular or crystalline insulin 
than in those taking protamine zinc insulin 
alone. 

Some important features of insulin hypo- 
glycemia in this group of cases are shown 
in table 2. The onset was considered sudden 
in 938 and gradual in 82. Of those who ex- 


Table 2 
Features of Insulin Hypoglycemia 
One Hundred and Seventy-Five Reactions in 
Ninety Patients 


Type of insulin No. Cases 


Protamine zinc ........ 27 
Protamine zine clear 62 
SEATS aCe 1 
Time of onset 
Before breakfast ... 80 
Before dinner ........... 68 
Before supper ........ 27 
Nature of onset 
| a ee 93 
he) re 82 
Preceded by aura .. 140 
Symptoms 
| a nee eee 151 
Sweating . 145 
ae ba 130 
Abnormal vision .. : 50 
1 Qe ee eee : 38 
Nausea en 13 
| , 7 
Mental state 
Aberrations ............ 23 
Drowsiness ............. 12 
Unconsciousness ......... 15 
Convulsions ............ 6 
Reflexes 
Hyperactive ............. 16 
0 ee eee ae 0 
COLE UC gS cele ere en ee , 5 
Blood sugar (mg, per 100 cc.) 
ON ih a a ee 23 
| a ec ae 88 
es | Ee SE AR etc es : 6 
80 and above .............. ; Servants 0 
Urine sugar 
oe Pid 29 
| iE FEE ASA ROOT el rae 146 
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perienced a sudden onset, some awoke with 
hypoglycemia. The most common symptoms 
were tremor, sweating, hunger, abnormal 
vision, and headache. Nausea or vomiting 
was rare. Although nervousness was present 
in almost all of the patients, the more ex- 
treme signs of mental change were fortu- 
nately rare. These signs included aberra- 
tions such as delirium, delusion, anger, cry- 
ing, and extreme excitement; drowsiness re- 
quiring strong stimulation to arouse the pa- 
tient; unconsciousness; and convulsions. Re- 
flex changes were not common, although in 
5 of the patients a positive Babinski reaction 
was found during hypoglycemia and cleared 
up following treatment. The blood sugar as 
a rule was not uncommonly low, for treat- 
ment in most instances was begun promptly. 
It is important to note that in 29 cases the 
urine contained sugar. In such cases, if the 
patient was asked to void again in a few 
minutes, the urine was invariably sugar free. 


Questions Concerning Insulin Hypoglycemia 


Among the questions which arise concern- 
ing insulin hypoglycemia are the following: 
(1) What are the most common signs and 
symptoms which make the reaction easily 
recognized? (2) What time of day are re- 
actions most likely to occur? (8) What are 
the dangers of hypoglycemia if promptly 
treated? (4) What are the dangers if not 
promptly treated? (5) What are the dangers 
of allowing hypoglycemia to occur in pa- 
tients who have pre-existing physical de- 
fects—particularly vascular disease of the 
heart and brain? (6) Are there any atypical 
signs and symptoms of insulin reaction? 
(7) What is the best form of treatment? 
I have attempted to answer these questions 
on the basis of data obtained in this study. 


What are the most common signs 
and symptoms which make the 
reaction readily recognized ? 

This question is answered in part in table 
2. Experienced patients come to rely on cer- 
tain early symptoms which presage the re- 
action. The most common ones are nervous- 
ness; cold sweat of the hands, forehead, and 
lips; tremor; dimness and at times double 
vision; hunger; and headache. Reactions to 
protamine insulin are at times accompanied 
by nausea, vomiting, and a dull headache. 

Often the new diabetic who is already 
nervous about the possibility of a reaction 
may think he is having one when he is not, 
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and may even respond to orange juice. Per- 
sonal attention without the orange juice may 
have the same good effect. An example is 
the case of a 53 year old woman with dia- 
betes of five years’ duration, who was begin- 
ning insulin treatment. On the third hos- 
pital day at 11 a.m., the patient felt certain 
she was having an insulin reaction, and she 
was given orange juice with relief. The next 
day, when the symptoms recurred, the blood 
sugar was found to be 180 mg. per 100 ce. 
The discovery of this fact was useful to both 
the patient and the doctor. 
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Fig. 1. Time distribution of 175 insulin reactions 
occurring in 90 patients. 


What time are reactions 
most likely to occur? 

This question is answered by figure 1. In 
patients who were on protamine zinc insulin 
alone reactions were most likely to occur 
between midnight and breakfast; reactions 
were also frequent in the late morning and 
the late afternoon. In the patients who were 
given both rapid acting clear insulin (regu- 
lar or crystalline) and protamine insulin be- 
fore breakfast, the most common times of 
reaction were the forenoon, the period be- 
tween midnight and breakfast, and the late 
afternoon, in that order. 

This is another feature of hypoglycemia 
in which patients should be thoroughly in- 
structed. Then they have two parts of the 
puzzle—symptoms and time—which, if they 
fit, make the diagnosis more certain. The 
patient who is properly taught and w he ex- 
periences symptoms of a reaction thirty 
minutes after a meal is apt to question his 
diagnosis. It is possible for a reaction to 
occur at this time, but probably only after 
exercise or with a gastrointestinal disorder, 
perhaps diarrhea, in which absorption may 
be inadequate. 
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What are the dangers of hypoglycemia 
if promptly treated ? 

From this series, it would appear that 
there is no danger, but such is not quite the 
case. Perhaps the greatest danger is that of 
injury resulting from the hyperexcitable or 
manic state which some patients exhibit. 
Occasionally an insulin reaction may result 
in an arrest for drunkenness. Herein lies a 
great danger for the diabetic who drinks— 
even moderately—, for if alcohol is noted 
on his breath when he has a reaction a dis- 
agreeable incident may result. 


What are the dangers of hypoglycemia 
if not promptly treated? 

There was only one case in this group 
which was not treated promptly. This pa- 
tient was a 61 year old Negro woman whose 
diabetes was discovered while she was in 
coma. Treatment with 600 units of insulin 
brought her out of coma, but resulted in pro- 
found hypoglycemia which lasted for six 
-hours before treatment was given. When 
treatment was instituted, the patient was un- 
conscious, and she remained so for an addi- 
tional six hours despite 150 Gm. of intra- 
venous glucose. After regaining conscious- 
ness the patient was somewhat stuporous 
and had a motor aphasia which lasted for 
several days. There were no additional neu- 
rologic signs, and the patient recovered com- 
pletely without sequelae. The greatest dan- 
ger in this regard is the administration of 
insulin to a patient already suffering from 
hypoglycemia. 

As a result of extensive work in the psy- 
chiatric clinics on insulin hypoglycemia, 
much has been learned about changes in the 
brain cells following such treatment. Sahs 
and Alexander’ reported a case in which 
the patient died of insulin hypoglycemia. 
They summarized the pathologic changes as 
follows: 

“Trregular dilatation of intracerebral vessels, in- 
dicating various degrees of sluggish flow; multiple 
thrombi and perivascular extravasations, notably in 
the basal ganglia and medulla oblongata, but in- 
volving other areas as well; foci of blanching in the 
central and upper parietal regions of the cortex, 
and interstitial edema with swelling of oligodendrog- 
lia cells in the cerebral white matter. Evidence is 
present to support the anoxic theory of hypogly- 
cemic shock.” 

In general, examination of brain tissue 
has shown edema and hyperemia with small 
8. Sahs, A. L., and Alexander, L.: Fatal Hypoglycemia; 


Clinicopathologic Study, Arch. Neurol. & Psychiat. 42: 
286-297 (Aug.) 1939. 
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cerebral thromboses and hemorrhages but 
no major vascular change. In addition, wide- 
spread cellular disintegration has been re- 
ported. 


What are the dangers of insulin 
hypoglycemia in patients with pre-existing 
vascular disease of the heart and brain? 

No untoward accidents occurred in this 
group despite the fact that many patients 
had severe vascular disease. Much has been 
written about the danger of hypoglycemia 
in patients with coronary artery disease, and 
cases have been cited to illustrate this point. 
Certain patients in this group had severe 
angina pectoris, and a few of those who were 
observed in proved hypoglycemia had no 
angina at the time. One 59 year old woman 
with diabetes of eighteen years’ duration, 
who took about 60 units of insulin daily, had 
the typical Kimmielstiel-Wilson syndrome, 
with a blood pressure of 220 systolic, 140 
diastolic, diabetic and hypertensive chorio- 
retinopathy, hypertensive and arterioscler- 
otic heart disease with recurrent failure, 
hypoproteinemia, albuminuria, and nitrogen 
retention. During a _ period of vomiting 
which lasted for two weeks, this patient had 
hypoglycemia almost daily and experienced 
no angina at the time of hypoglycemia. 
When anginal attacks occurred on other oc- 
‘asions, blood sugars were normal or above 
normai. 

Levine" stated that, since the work of the 
heart may be increased by as much as 20 
per cent following hypoglycemia, insulin 
should be avoided as much as possible in 
coronary thrombosis. He also stated that he 
had seen rupture of the ventricular wall oc- 
cur thirty minutes following the injection of 
10 units of insulin. The blood sugar level 
in this case was not reported, however. If 
hypoglycemia was present at the time of 
ventricular rupture, then it is likely that it 
was already present before the insulin was 
given, in which case the insulin was contra- 
indicated. If hypoglycemia was not present 
at the time insulin was given, then it is 
hardly probable that 10 units of insulin pro- 
duced a low blood sugar in thirty minutes. 
Levine’s point is well taken, however, that 
patients with diabetes and coronary artery 
disease should be treated cautiously with in- 
sulin. Patients with severe diabetes, of 
course, will require insulin no matter what 


4, Levine, S. A.: Clinical Heart Disease, ed. 8, Philadelphia 
and London, W. B. Saunders Co., 1945, p. 122. 
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disease is present. In properly treated pa- 
tients with mild diabetes who require in- 
sulin, the insulin dosage is so small that 
hypoglycemia should not be a_ problem. 
Furthermore, the counter-regulatory secre- 
tion of adrenalin which occurs in hypogly- 
cemia, though increasing the work of the 
heart, would also produce coronary artery 
dilatation. 

Arteriosclerosis is a metabolic disorder, 
and where a situation exists that predisposes 
to arteriosclerosis—diabetes, for example— 
then everything possible ought to be done to 
prevent its progression. Therefore, if the 
diabetes requires it, insulin should be used 
judiciously, but without hesitation. Coro- 
nary thrombosis is much more common in 
diabetic than in non-diabetic persons; yet 
the simultaneous occurrence of coronary 
thrombosis and hypoglycemia in the diabetic 
is rarely observed. Such an event would be 
expected to occur occasionally on the basis 
of coincidence. 

The incidence of cerebral vascular acci- 
dents is no higher in diabetic than in non- 
diabetic patients™. However, the concomi- 
tant occurrence of cerebral vascular acci- 
dents and hypoglycemia has been reported 
in several cases, as well as hypoglycemia 
simulating a cerebral vascular accident’. 
Where focal vascular lesions exist in the 
brain, it seems likely that in the event of 
hypoglycemia the greatest cellular change 
would occur at the site of poor circulation. 
It is suggested that the Jacksonian seizures 
observed in patients having an insulin re- 
action are on the basis of a_ pre-existing 
focal arterial change in the brain. 


Are there wny atypical signs and 
symptoms af insulin reaction? 

A few cases in this series seem worthy of 
discussion. One patient, a 28 year old woman 
with diabetes of nine years duration, was 
discharged from the hospital following de- 
livery of her baby before her insulin dosage 
of 20 units of regular and 40 units of prota- 
mine zine insulin had been reduced to the 
prepregnancy level of 30 units of protamine 
zine insulin. One week following discharge 
and for several days following, partial right 
sided paralysis developed at 11 a.m. and 
lasted until lunch time. On the fourth day 


5.. Joslin, E. P., Root, H. F., White, P., Marble, A., and 
Bailey, C.: Treatment of Diabetes Mellitus, ed. 8, Phi'a 
de!phia, Lea and Febiger, 1946, p. 573. 

€. Root, H. F., and Styron, C. W.: Insulin Hypoglycemia 
and Vascular Accidents in Diabetes Mellitus, J. Mt. Sinai 
Hosp. 8:958-964 (Jan.-Feb.) 1942. 
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when this patient was seen at 11 a.m., she 
had a typical right hemiplegia with positive 
Hoffman and Babinski The blood 
sugar level was found to be 52 mg. per 100 
ec. Following the ingestion of carbohydrate 
by mouth the patient was perfectly normal 
in twenty minutes. She had none of the 
other symptoms or signs of hypoglycemia. 
After her insulin dosage was adjusted, she 
had no such manifestation again. 

In one patient, a man aged 42, generalized 
urticaria developed with hypoglycemia. This 
was initially relieved by intravenous glucose, 
and when it recurred later by carbohydrate 
given orally. 

A 55 year old woman with diabetes of 
twenty-four years’ duration had profound 
hypoglycemia without prodromal signs. At 
times, she was revived from a comatose state 
by intravenous glucose. On no occasion had 
she been cognizant of the early symptoms of 
reaction. Only 30 to 35 units of protamine 
zine insulin were required for control of her 
diabetes. When the insulin was reduced by 
as much as 2 to 4 units, hyperglycemia oc- 
curred promptly. Her diabetes was finally 
controlled without reactions by prescribing 
interim feedings and a late bedtime feeding. 

This condition has been observed in sev- 
eral patients with diabetes of long duration. 
Perhaps they have some degree of cerebral 
arteriosclerosis with cortical damage which 
has suppressed cortical reception. 

What is the best form of treatment? 

We have all seen marked glycosuria and 
hyperglycemia in patients who have taken 
too much carbohydrate for an insulin reac- 
tion. It would seem better to train patients 
to correct hypoglycemia with as little carbo- 
hydrate as possible. Often a soda cracker or 
half an orange will suffice, and can be re- 
peated if necessary. A greater problem is 
that of the unconscious patient. It is rather 
surprising how often a patient who is ap- 
parently unconscious can be made to swallow 
orange juice. If this can be done, it is the 
preferable method. If not, 10 to 20 ce. of 
50 per cent glucose given intravenously will 
usually be sufficient. 

For profoundly hypoglycemic coma, con- 
tinuous intravenous glucose should be given 
until the patient is conscious. This principle 
is supported by the data of Pijoan and Gib- 
son’), who showed that four minutes follow- 


signs. 


‘. Pijoan, M. and Gibson, J. G., Jr.: The Rate of Disappear 
ance of Intravenously Administered Dextrose in the Hu 
man Subject, Am. J. Physiol. 121:534-536 (Feb.) 1938. 
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ing the intravenous injection of 25 Gm. of 
glucose, 87.5 per cent was removed from the 
circulating plasma. Other agents are useful 
in reactions occurring a few hours after 
meals'*'. Adrenalin mobilizes available gly- 
cogen, and the injection of 1 cc. of a 1:1,000 
solution may overcome the reaction. Pitui- 
tary extract is also helpful. 

The longer hypoglycemia has existed, the 
slower the response to treatment. As much 
as 200 Gm. of glucose may be necessary for 
the patier* with long standing hypoglycemic 
coma before the blood sugar will begin to 
rise. Among the supportive measures which 
may be necessary in the treatment of the 
patient with long standing hypoglycemic 
coma are oxygen for the cyanotic patient, 
suction to remove aspirated mucus or food, 
intubation to insure a good airway, and 
even whole blood for the effect of the respir- 
atory enzymes it contains. In case of con- 
vulsions sodium pentothal or sodium pheno- 
barbital may be used. 


Summary 


Data on 175 cases of insulin hypoglycemia 
occurring in 90 patients are given. The signs 
and symptoms, the common times of re- 
actions, the unusual manifestations, the dan- 
gers in patients with and without pre-exist- 
ing vascular disease, and methods of treat- 
ment are all discussed in detail. 


Discussion 


Dr. E. D. Peasley (Asheville): The pathologist 
seldom sees these cases unless the treatment is in- 
effective. The pathologic changes produced by in- 
sulin shock are very limited, and ordinarily we do 
not expect such changes unless there has been a 
prolonged state of hypoglycemia. 

I recently performed an autopsy on a patient who 
had died as a result of insulin treatment instituted 
for mental disease. The patient was a young man 
who had had previous insulin shock treatments. An 
acute pulmonary edema developed during treatment. 
The patient did not respond to intravenous glucose, 
and died in a short time. 

This case demonstrated as well as any the essen- 
tial pathology of insulin shock. The most pronounced 
findings were those of pulmonary edema. His lungs 
were, I think, the wettest I have ever seen. Gen- 
eralized congestion of all his organs was present, 
but the primary cause of death was pulmonary 
edema, which we regard as the result of insulin 
shock, 

Prolonged hypoglycemia will produce changes in 
the cerebral structure resulting from edema and 
hemorrhage, usually relatively minute; and it is 
those changes which bring about the very marked 
variation in the clinical features. The neurologic 
manifestations are often the most pronounced, and 
they vary tremendously. 

It has been shown that quite a few cases of hypo- 
glycemia go unrecognized. This paper, of course, 


8, Joslin, E, P. and others (5), p. 401. 
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is on insulin hypoglycemia; but spontaneous hypo- 
glycemia may give bizarre and varied symptoms. 
Frequently such cases are diagnosed as psycho- 
neurosis or some other functional disease, I think 
it is extremely important to do blood sugar tests 
on all new patients, to be sure that hypoglycemia 
is not a factor in their symptoms. One possible 
cause of spontaneous hypoglycemia is a tumor of 
the islands of Langerhans. 

There was recently reported at one of our staff 
meetings the case of a man who had had insulin 
prescribed on the basis of glycosuria alone. I think 
we all recognize that it is a mistake to give insulin 
to a patient without blood sugar determinations. 
This man, not needing insulin, went into hypogly- 
cemic coma, which was prolonged sufficiently to 
produce symptoms of cerebral irritation. It was 
thought that he might have had a cerebral accident, 
and it was not until after he recovered spontane- 
ously that we were able to establish the fact that 
he had had insulin without having a blood sugar 
determination. 

One condition which occurs primarily in infancy 
produces hypoglycemia. It is caused by an error 
of sugar metabolism in which the glycogen is stored 
in the liver—von Gierke’s disease. It produces aci- 
dosis but not the other symptoms we find in dia- 


betes. 





EXPERIENCES OF THE GREENSBORO 
TUMOR CLINIC 


F. K. HARDER, M.D. 
Health Officer 
GREENSBORO 


Paradoxically, the problem of cancer is 
being increased by progress in preventive 
medicine. Large numbers of people who have 
been spared the infections that once deci- 
mated younger populations are now living on 
into the age groups when cancer is most fre- 
quent. The present increase in cancer is ap- 
parent rather than real—a consequence of 
the survival of more people to middle and 
old age. Age-specific death rates from cancer 
have shown a small but significant decline 
during the last ten years™. In spite of the in- 
adequacy of present methods of treatment, 
it is estimated that one out of four patients 
with cancer is now saved by treatment, and 
that an additional one could be saved by 
more prompt and adequate use of present 
methods of therapy. 

Community effort to control a disease is 
usually contingent upon recognition that a 
state of emergency exists. Although the 
ravages of cancer are less spectacular than 

Read before the Section on Public Health and Education, 


Medical Society of the State of North Carolina, Pinehurst, 
May 4, 1948. 


1. (a) Potter, E. A., and Tully, M. R.: The Statistical Ap- 
proach to the Cancer Problem in Massachusetts, Am, J. 
Pub. Health 35:485-490 (May) 1945. (b) Recent Gains in 
Cancer, Statistical Bulletin, Metropolitan Life Insurance 
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those of some of the epidemics treated in the 
classical age of public health, increasing 
public awareness of this disease is bringing 
more and more organized community and 
professional attention to bear upon it. 

The concept of the present-day tumor 
clinic is no more than twenty-five years old. 
Greensboro had one of the first community 
tumor clinics, and the first in the state to 
meet the standards of the American College 
of Surgeons. Few clinics were in operation 
ten years ago, when the Greensboro Clinic 
was started. Its sponsorship, initiation, and 
staff came from the Guilford County Medical 
Society. Nursing service was provided by 
the Greensboro Health Department. The 
clinic was quartered first in a small out- 
patient building of one of the local hospitals, 
and subsequently in space rented by the 
Greensboro Health Department primarily 
for maternity and infancy clinics. Social 
service and clerical service were furnished 
by the Greensboro Medical and Hospitaliza- 
tion Fund, an agency of the Community 
Chest primarily designed to pay for the hos- 
pital care of people with low incomes who 
were ineligible for assistance from the De- 
partment of Public Welfare. The local chap- 
ter of the American Cancer Society has 
helped in purchasing equipment and in pay- 
ing some of the bills for treatment. I have 
been associated with the clinic for five years, 
but, except for a small contribution of per- 
sonal service, I make no claim to credit for 
the success or failure of the project. 

Sufficient time has elapsed to permit the 
formulation of opinions concerning some of 
the administrative aspects of a tumor clinic. 
Attempt is made here to consider neither 
research possibilities nor technical details 
of diagnosis and treatment. The purpose is 
to relate significant experiences of the 
Greensboro Tumor Clinic in following the 
standards of the American College of Sur- 
geons. Details concerning the administration 
of a tumor clinic are available in the excel- 
lent publications of the American College 
of Surgeons. 

Name of Clinic 


“Tumor clinic’”’ seems to be the best choice. 
The use of the word “cancer” in the name of 
the ciinic is psychologically unsound, and 
many malignant tumors other than cancers 
will be seen. The American College of Sur- 
geons employs the word ‘cancer’ freely in 
its technical literature, but the word “tumor” 





TUMOR CLINIC—HARDER 629 


should be substituted in dealing with the 
public. 


The Clinie as an Agent in Community 
Education 


The community nature of the tumor clinic 
permits it to function as a source of local 
information and news releases in a way 
which medical ethics will not allow for the 
individual physician. Newspapers and the 
radio are eager to use stories and reports 
from the tumor clinic. Such releases may be 
nuclei for an infinite number of educational 
items concerning the importance of early 
diagnosis and treatment. The clinic is an 
excellent center for filing pamphlets and lit- 
erature to be used by speakers, students, and 
civic associations. The clinic staff serves as 
a panel of speakers for civie organizations 
and radio programs. 


The Clinic as a Source of Postgraduate 
Medical Education 

Recent publications?’ indicate that the 
medical profession has lagged behind the 
public in reducing delay in the diagnosis and 
treatment of cancer. A term of service at a 
tumor clinic is of great help in raising the 
nhysician’s index of suspicion for cancer. 
He may see more malignant tumors at one 
clinic session than he would in a year of 
practice. An attempt should be made to ro- 
tate the service widely through the member- 
ship of the medical society, because there are 
few physicians who will not benefit from the 
experience. Only continuous postgraduate 
training, formal or self-acquired, is going to 
produce and maintain well rounded skill. 

All of the tvpes of specialists listed by the 
American College of Surgeons are available 
in Greensboro, but not all have attended the 
clinic sessions. The availability of a patholo- 
gist is absolutely essential, and any com- 
munity which has a pathologist usually has 
the other specialists or men with special in- 
terests. 

The precedents now being established in 
relatively new tumor clinics will set policy 
for many years to come. Narrow points of 
view and rigid compartmentalization should 
be avoided if the maximum contribution to 
the health of the community is to be made. 
The general practitioner receives scant 
recognition in tumor clinic standards, and 
is in danger of being excluded. 


2, Leach, J. E., and Robbins, G. F.: Delay in the Diagnosis 
of Cancer, J.A.M.A. 135:5-8 (Sept. 6) 1947. 
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Types of Service Rendered by a Tumor Clinic 

The American College of Surgeons has set 
up definite standards for cancer clinics, can- 
cer diagnostic clinics, and cancer detection 
centers. The puspose of the cancer clinic is 
complete diagnosis and treatment; that of 
the cancer diagnostic clinic, complete diag- 
nosis: and that of the cancer detection center, 
screening. The dividing line between diag- 
nosis and detection is tenuous, although the 
basis of detection is recognition of the pos- 
sibilities inherent in mass programs in which 
attention is concentrated on readily access- 
ible parts of the body where cancer is likely 
to develop—the skin, mouth, breasts, rectum, 
and genitalia. 

Only a very large population justifies a 
full-fledged cancer clinic with treatment fa- 
cilities. Attendance at the Greesboro Clinic 
has not at any time been nearly large enough 
to justify treatment facilities, and the re- 
sources of hospitals and specialists have been 
used for treatment. The Greensboro Clinic 
has been diagnostic in its intent, but an ele- 
ment of detection has frequently entered. 


Selection and Handling of Patients 


The policy in Greensboro has been to ac- 
cept anyone referred by a physician, and also 
any self-referred individual not under the 
care of a physician. In spite of the inclusive- 
ness of this policy, most of the patients have 
been in the indigent and low-income grouns. 
In ten years of operation the Greensboro 
clinic served 602 patients, 72 of whom had 
cancer of one type or another. During the 
same period of time more than 500 people 
in Greensboro died of cancer, and an un- 
known number developed the disease. 

Treatment is paid for by the patient, or 
through public or private welfare channels 
when the patient is unable to pay. Patients 
with vague medical, gynecologic, or psychi- 
atric complaints are often referred to the 
clinic by physicians or by themselves. Such 
trifling complaints may irk volunteer medi- 
cal attendants conditioned to be interested 
in advanced pathologic changes, but they are 
evidence that the campaign to make the pub- 
lic and the profession cancer conscious is 
succeeding. 

A report of the findings at the clinic is 
mailed to the referring physician or family 
physician, and the patient is sent to him for 
follow-up studies and treatment. 
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Schedule of Clinics 

One clinic a week is enough to provide 
good service. Only a large center could use 
more frequent sessions. We have not yet had 
experience with two clinics a month, but we 
have found that a monthly schedule is defi- 
nitely unsatisfactory. It is inconsistent to 
educate patients in promptness to use facili- 
ties available only at intervals of four to five 
weeks. 

Befcre World War II, the Greensboro Tu- 
mor Clinic was a flourishing organization 
that met once a week. During the war at- 
tendance of patients and physicians fell off 
so much that sessions were cut to once a 
month on the theory that attendance at in- 
dividual clinics would be four times as great. 
Insteaa, it fell still more until the only justi- 
fication for keeping the clinic open was the: 
many of its most enthusiastic sponsors were 
in military service and it seemed desirable 
to maintain an organization until they could 
decide to expand or terminate it. With the 
greater interest now prevailing, attendance 
has picked up significantly and we expect 
soon to return to a more frequent schedule 
— perhaps every week, perhaps twice a 
month. 

In sparsely settled areas the choice must 
be made between frequent clinics remote 
from many of the patients and less frequent 
clinics brought closer to them. Experience 
in Greensboro indicates that the former 
choice will be better, for delay kills interest 
more surely than distance. 

Finances of the Clinic 

In Greensboro the policy is to take all 
comers, regardless of financial status, with- 
out charge. The philosophy is that diagno- 
sis contains an element of prevention and 
that free prevention is not immoral. Treat- 
ment is provided through individual ar- 
‘angements or established welfare channels. 
Since the services of the staff are donated, 
the cost of the clinic is practically nil, and 
no one is out anything except a little time. 
The American College of Surgeons advises 
charges to all. Financial policies in tumor 
clinics may be expected to vary as widely as 
the social and economic philosophies prevail- 
ing in different communities. 


Summary and Conclusion 


There is no magic formula for solving the 
cancer problem. Time-consuming (to the 
technician) cytologic tests and quick screen- 
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ing methods, largely to be developed, touch 
only upon phases of the subject in one or 
sometimes both sexes. The annual physical 
examination on a community basis is a 
dream that would be relatively ineffective if 
attainable, because a year allows ample time 
for minimal cancer to become hopelessly ad- 
vanced. Pending results of further research, 
the only approach promising immediate re- 
turns is through continuous education and 
propaganda concerning the necessity for 
early diagnosis and treatment. For this ap- 
proach to be most effective, better facilities 
for diagnosis and treatment must be made 
available. The tumor clinic as constituted at 
present reaches a small segment of the pop- 
ulation. 

The Greensboro Tumor Clinic has estab- 
lished itself as a worthwhile enterprise, but 
must develop and expand before it can make 
a large contribution toward the control of 
cancer. An oncologic service represents a 
desirable trend in specialization, but its ap- 
proach must be psvchosomatic, and the gen- 
eral practitioner should not be excluded from 
its staff. 

Discussion 

Dr. M. B. Bethel (Charlotte): In ovr clinie in 
Charlotte, we have noticed that the attendance 
varies almost exactly with the publicity. I doubt if 
we in organized public health work make as much 
of a contribution along this line as we should 

I envied Dr. Harder when he mentioned that the 
clinic in Greensboro is free, We are at the extreme 
opposite end of the scale in Charlotte. I believe 
Greensboro is ahead of us at this point. 





PENTOTH AT. SODIUM, NITROUS 
OXIDF-OY YGEN, CURARE 
ANESTHESIA 


JOHN C. MONTGOMERY, M.D.” 
CHARLOTTE 


The most important recent adVance in the 
field of anesthesia is the ability of the anes- 
thetist to select several drugs and combine 
them so that each is used to produce the 
effect for which it is best suited. The pur- 
pose of this paver is to discuss briefly three 
drugs which may be so combined. These are 
Pentothal Sodium, nitrous oxide-oxvgen, and 
curare. 

Pentothal Sodium 
When Pentothal was introduced into anes- 


Read before the Section on Surgerv, Medical Society of the 
State of North Carolina, Pinehurst. May 4, 1948. 

* Director of Anesthesiology, Charlotte Memorial Hospital, 
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thesia, it appeared that the long awaited 
ideal anesthetic agent had arrived. With in- 
creasing use of the drug, however, limita- 
tions appeared. It was found that adequate 
surgical anesthesia could not always be ob- 
tained with safety by this agent alone. Pen- 
tothal in the ordinary sleep-producing dose 
dees not block pain pathways nor produce 
muscular relaxation. Large doses (3-4 Gm.) 
are sometimes necessary to produce such ef- 
fects. These large doses also depress the 
cerebrum and medulla. Lundy has empha- 
sized for years that the effect of Pentothal 
Sodium in such doses is not that of a short- 
acting barbiturate. Respiratory distress is 
the most common effect of this depression. 
Prolonged sleep and delirium may be seen 
during the recovery period. 


Nitrous Oxide 


Nitrous oxide is a weak anesthetic but a 
good analgesic agent. The addition of ni- 
trous oxide-oxygen analgesia to that of the 
Pentothal reduces the total amount of Pen- 
tothal necessary. Surgery of many hours’ 
duration can be done under this combination 
without the use of depressing amounts of 
Pentothal. A mixture containing approxi- 
mately 70 per cent nitrous oxide and 30 per 
cent oxygen is my preference. 

Curare 

The addition of nitrous oxide to the Pen- 
tothal anesthesia frequently fails to produce 
sufficient muscular relaxation for abdominal 
surgery. Neither Pentothal nor nitrous ox- 
ide controls reflexes and abolishes muscle 
tone. The addition of cyclopropane or ether 
will give relaxation with less cerebral de- 
pression than is produced by large doses of 
Pentothal. Cyclopropane or ether, however, 
introduces the hazard of inflammability and 
also increases the depth of anesthesia. Cu- 
rare intravenously will give the desired mus- 
cular relaxation without increasing the depth 
of the general anesthesia. Curare produces 
relaxation of muscle chiefly by its action on 
the peripheral rather than the central nerv- 
ous system. 

Curare is not an anesthetic drug, although 
Whitacre and Fisher”) report that uncon- 
ciousness follows the administration of large 
doses in the unanesthetized patient. Its prin- 
cipal action is the relaxation of muscle by 
1. Whitacre. R. J. and Fisher, A. J.: Clinical Observations 


on the Use of Curare in Anesthesia, Anesthesiology 6: 
124-180 (Mar.) 1945 
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interruption of the efferent impulses. Claude 
Bernard’ showed that this effect takes place 
at the myoneural junction. The relaxation 
is such that the muscle will not respond to 
normal stimulation of the nerve or to the 
injection of acetylcholine. 

Curare was introduced to the civilized 
world in 1595 by Sir Walter Raleigh. He 
brought it back from South America, where 
it was used by the natives as an arrow poi- 
son. Richard Gill’, author, explorer and 
naturalist, is responsible for finding and pro- 
curiny the particular plant in sufficient quan- 
tities for commercial use. E. R. Squibb and 
Company purified the product. The drug is 
available under the names of Intocostrin 
and D-tubocurarine. Intocostrin contains 20 
mg. of the active principle per cubic centi- 
meter. D-tubocurarine contains 3 mg. to the 
cubic centimeter. Since both contain 20 units 
per cubic centimeter, the dose by volume is 
the same. The effect of the two is also the 
same. 

Bennett’! popularized the use of cu- 
rare to control the convulsions associated 
with Metrazol or electric shock therapy. In 
1942 Griffith and Johnson’ first gave curare 
to produce muscular relaxation during anes- 
thesia, using it in combination with cyclo- 
propane. Its use has spread rapidly. 

Curare affects first the muscles of the 
head, neck, and throat. In the unanesthe- 
tized patient a choking sensation is felt, and 
the patient is unable to swallow. Relaxation 
of the muscles of the trunk and extremities 
follows. Paralysis of the muscles of the 
thorax and diaphragm is the effect of over- 
dosage. Curare produces a flaccid paralysis 
of the abdominal muscles, with complete re- 
laxation. The drug has no effect on heart 
muscle. 


Technique of Administration 


The technique of administration is simple. 
A venoclysis of saline or glucose is started. 
By means of a three-way stopcock Pentothal 
or Intocostrin can be given as desired. Into- 
costrin causes Pentothal to be precipitated 


2. Bernard, C. and Pelouze, T. J.: Recherches sur le curare, 
Compt. rend. Acad. d. se. 81:533- 571, 1850: and Bernard. 
C.: Lecons sur les effets des substances toxiques et 
médicamenteuses, Paris, J.-B. Bailliére et fils, 1857, p. 23%. 

3. Gill, R. C. G.: White Water and Black Magic, New York. 
Henry Holt & Co., 1940. 

1. Bennett, A. E.: Preventing Traumatic Complications in 
Conyvulsive Shock Therapy by Curare, J.A.M.A. 114:322- 
324 (Jan, 27) 1940, 

5. Griffith, H. R., and Johnson, G. E.: The Use of Curare 
in General Anesthesia, Anesthesiology 8:418-420 (July) 
1942, 
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from the solution. For this reason, the Pen- 
tothal should be washed from the tubing be- 
fore the curare is given. The amount of each 
drug given initially varies with different 
anesthetists. Knight'’ of Minneapolis gives 
1 cc. of Intocostrin to each 2 cc. of a 2.5 per 
cent solution of Pentothal. This technique 
has not been satisfactory in our hands. 

I feel that the Pentothal is the primary 
anesthetic agent. Curare is added only when 
and if needed. With a few exceptions, we 
have used curare for abdominal surgery only. 
Anesthesia is begun with Pentothal, and ni- 
trous oxide is started by the semi-closed 
method as soon as the patient is asleep. If 
relaxation does not seem adequate by the 
time the patient is draped, 40-60 units of 
Intocostrin is given. Relaxation follows in 
two to three minutes, lasting about forty 
minutes. Additional smaller amounts of cu- 
rare are added as needed. 


Results 


We started using this combination at the 
Charlotte Memorial Hospital in August, 
1946, employing curare only when relaxation 
was desired. Through March 31, 1948, this 
combination of Pentothal Sodium, nitrous 
oxide, and Intocostrin had been given to 393 
patients. The ages of the patients varied from 
12 to 8&0, the dose of curare from 30 to 200 
units. The types of operations are as follows: 


Abdominal gynecologic surgery 141 
Appendectomy ............. bets alten 
Biliary surgery . 53 
Herniorrhaphies _............. St chia) 
Renal or ureteral surgery teens 
Abdominal] explorations .. | 
Intestinal resections _.. ccubataeg ae 
Gastric resections ...... sadasiaaene 
Laminectomy _.......... " ee 4 
Sympathectomy ................ 4 





SR ee Pea ae sia itt stead 393 


Adequate muscular relaxation is necessary 
in such procedures. The degree of muscular 
relaxation obtained with curare compares 
favorably with that produced by ether or 
spinal anesthesia. In only one case (reported 
below) did any serious anesthetic complica- 
tion occur on the table. There were no post- 
operative complications or deaths in this 
series that could be attributed to anesthesia. 
6. Knight, R. T.: Combined Use of Sodium Pentothal, Into- 


costrin (Curare), and Nitrous Oxide, Canad. M. A. J. 55: 
356-360 (Oct.) 1946, 
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Apnea was not infrequent, but never so se- 
vere that adequate ventilation could not be 
maintained by intermittent pressure on the 
breathing bag. Prostigmine was not given. 
Advantages and Dangers 

This type of anesthesia has several advan- 
tages. Induction is quick and pleasant. Post- 
anesthetic nausea is infrequent. The hazard 
of fire or explosion is absent. The only con- 
traindication to its use is the inability of the 
anesthetist to give proper pulmonary venti- 
lation if the need should arise. 

The administration of this combination is 
so simple that its dangers are apt to be over- 
looked or disregarded. These agents are ca- 
pable of making a patient completely para- 
lyzed and unconscious in a few minutes. 
Such drugs should be handled with respect. 
The following case report emphasizes the 
truth of that statement. 


A white female, aged 50, was scheduled for a 
hysterectomy. The past history and physical exami- 


nation were negative except for a history of anterior 


poliomyelitis 25 years ago, and residual weakness 
of one arm and leg. Induction with Pentothal was 
uneventful, and nitrous oxide was started. While the 
patient was being draped, 40 units of Intocostrin 
was given intravenously. Two minutes later the 
patient became cyanotic and breathed with great 
difficulty. Manual pressure on the breathing bag 
gave no relief. A no. 29 Magill endotracheal tube 
was inserted with some difficulty. This did not re- 
lieve the inspiratory dyspnea, but pressure on the 
bag cleared up the cyanosis. Apparently the patient 
had some form of bronchiospasm, A small amount 
of ether was mixed with the oxygen, but gave no 
relief. After thirty minutes the operation was can- 
celled. One hundred per cent oxygen was given for 
another half hour, until respiration was normal. The 
intratracheal catheter was removed and the patient 
returned to her room. Recovery was uneventful. 
Four days later, under spinal anesthesia, the hyster- 
ectomy was performed. 


I have no explanation for this occurrence. 
The doses of Pentothal and curare were 
small. I feel certain, however, that if we had 
not been able to force 100 per cent oxygen 
into her lungs the patient would have died. 

The combination of Pentothal and curare 
produces two effects that endanger the safety 
of the patient unless the anesthetist is al- 
ways aware of their presence: (1) respira- 
tory depression, and (2) absence of the com- 
mon signs of the depth of anesthesia. 

Depression of respiration is the greatest 
disadvantage of this type of anesthesia. In 
recent years anesthetists have shown a ten- 
dency to make light of periods of apnea oc- 
curing during anesthesia. With tracheal in- 
tubation and improved methods of resuscita- 


ANESTHESIA—MONTGOMERY 633 


tion the danger from apnea is not as great 
as formerly. Apnea is not a physiologic con- 
dition, however, and it should be avoided 
except in some instances when an immobile 
diaphragm is desired. 

Prior tc operation patients receive several 
drugs, each of which has some depressing 
effect upon respiration. A barbiturate, fol- 
lowed later by morphine with atropine or 
scopolamine, is the usual preoperative medi- 
cation. These are mild respiratory depres- 
sants. Pentothal is a strong one. It depresses 
by direct action on the respiratory center. 
Curare depresses the peripheral respiratory 
mechanism by its action on_ intercostal 
muscles. Between these two drugs respira- 
tion can be stopped by either central or 
peripheral action. With these facts in mind, 
I believe that Pentothal should be given slow- 
ly. Let the patient receive its full effect be- 
fore the curare is given. It was our experi- 
nce that if this practice was followed, the 
curare was often not needed. I prefer fre- 
quent injections of small amounts of each 
drug to infrequent large ones. You ean al- 
ways add but never withdraw the drugs. 

Respiration is a dual function. We all ap- 
preciate the patient’s need for oxygen; often 
his need to eliminate carbon dioxide is for- 
gotten. Respiration, to be efficient, must do 
both. With the shallow respiration seen with 
Pentothal and curare, retention of carbon 
dioxide is not uncommon. This causes an 
elevation of blood pressure that may mask 
the patient’s true condition. Increasing the 
depth of respiration by intermittent pressure 
on the breathing bag will prevent the accum- 
ulation of carbon dioxide in the patient. 

Curare obscures or eliminates many of the 
signs of the depth of anesthesia. These de- 
pend on muscle action. Contraction or dila- 
tation of the pupil, motion of the eyeball, 
and so forth, are all muscular actions. Curare 
paralyzes the muscles and hence destroys 
the anesthesia signs they produce. It is very 
difficult to know accurately the plane of 
anesthesia in a patient under the influence 
of curare. For this reason I prefer to have 
the Pentothal anesthesia established before 
giving curare. 

Conclusion 

This type of anesthesia is not perfect; 
with recognition of the two effects just men- 
tioned, however, it is a safe method. We are 
finding it more and more satisfactory. 
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DECEMBER, 1948 
DR. JOSIAH TRENT—APOSTLE OF 
COURAGE 


Just as the JOURNAL was going to press, 
news came of the death of Dr. Josiah C. 
Trent on December 10. Although Dr. Trent 
had been on the editorial board of the NORTH 
CAROLINA MEDICAL JOURNAL for only two 
vears, no member of the board was more 
valuable than he. Before he became officially 
connected with the JOURNAL, he inaugurated 
the “Thumbnail Sketches of Eminent Physi- 
cians,” which from the beginning won wide 
acclaim. 

Dr. Trent’s life is a lesson in courage. 
Nearly seven years ago he learned that he 
had a rapidly growing type of lymphosar- 
coma. He knew that it would eventually be 
fatal, but continued his medical career and 
his social and domestic life just as if he had 
his full life expectancy ahead. By ability and 
hard work he won his way to recognition as 
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head of the Division of Thoracie Surgery in 
the Duke Medical School and Hospital. He 
worked to the very last, and not even his 
most intimate friends ever heard him com- 
plain. 

Although Dr. Trent was only 34 years old 
when the end came, he had lived a rich and 
a full life. While he was still a student, he 
married a fellow student, Miss Mery Duke 
Biddle. To them were born four children. 
Mrs. Trent deserves special mention for 
heroism. She sympathized fully with her 
husband’s desire to lead a normal life, and 
helped him carry on to the end. No one who 
saw them together at any gathering could 
have told that he had been mortally stricken. 
She shared his enthusiasm in accumulating 
one of the finest collections of rare medical 
books in this country. 

Joe Trent will be greatly missed in many 
ways. He combined in ideal balance scholar- 
ship, professional ability and enthusiasm, 
and personal charm. He was an apostle of 
courage to all of his colleagues and friends. 


The beautiful poem which Hans Zinsser 
wrote while himself facing certain death has 
been used before in this journal, but it is so 
singularly appropriate for Dr. Josiah Trent 
that it is again quoted: 

Now is death merciful. He calls me hence 

Gently, with friendly soothing of my fears 

Of ugly age and feeble impotence 

And cruel disintegration of slow years. 

Nor does he lean ‘pon me unaware 

Like some wild beast that hungers for its prey 

But gives me kindly warning to prepare: 

Before I go, to kiss your tears away.) 


1. Reprinted by permisston of Alfred A. Knopf. Ine., from 
Zinsser, Hans: As IT Remember Him, Boston, Little, Brown 
& Company, 1940, p. 441. 


ok * * * 
MEDICINE’S PUBLIC RELATIONS 


A letter recently received from a North 
Carolina doctor in private practice posed a 
question that is hard to answer. He en- 
closed a feature article from the London 
correspondent of the Greensboro Daily 
News, entitled “Britons Like New Medical 
Plan.” The doctor commented that the 
article “was read and mentioned by more 
people than all the exhaustive leaflets kept 
on my reception room tables.” Then he asked, 
“Why can’t we get frequent news articles in 
the papers that will be read by more people? 
Articles written by correspondents and not 
by A.M.A. officials nor by a front line com- 
mittee, nor by a ‘prejudiced’ doctor.” 
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As a matter of fact, articles and editorials 
favorable to the medical profession do ap- 
pear fairly often in the papers. For example, 
the Twin City Sentinel for December 1 car- 
ried in a prominent place on the editorial 
yage an article under a two-column headline, 
“Nothing Is Free.” This article, a scathing 
denunciation of British National Health In- 
surance, was furnished the Sentinel by Mr. 
Henry E. Fries, and was originally published 
in a railroad magazine. Certainly it was not 
inspired by an A.M.A. official, a front line 
committee, nor a doctor. Judicious sugges- 
tions to newspapermen can result in hun- 
dreds of similar articles in newspapers all 
over the land. 

This doctor’s letter, however, emphasizes 
the tremendous need of the medical profes- 
sion of our country for better public rela- 
tions. Thanks to the vision of the late Dr. 
I. H. Manning, the North Carolina Medical 
Society had one of the first public relations 
committees in the country. Under the able 
chairmanship of Dr. Donald Koonce this 
committee is being rejuvenated. A number 
of other states have public relations com- 
mittees, many of them spending large sums 
of money in an effort to build up good will. 
The American Medical Association has re- 
cently added a public relations department, 
and on November 27 sponsored the first Na- 
tional Public Relations Conference in St. 
Louis. ' 

What has happened to the vast reservoir 
of good will that the medical profession has 
had in the past? Why have the people begun 
to question the integrity of doctors, individ- 
ually and collectively? Every good clinician, 
when: he finds his treatment of a case is not 
successful, begins to look for mistakes he 
may have made. Just so, the medical pro- 
fession should search for its errors and try 
to correct them. 

Our principal sins have been those of 
omission: the failure of individual doctors 
to answer calls as promptly as possible, to 
take night calls, or even to show enough in- 
terest in a sick patient to suggest other medi- 
cal men who might be willing to make un- 
wanted calls; and the failure of the medical 
profession to supply doctors for rural areas. 
Most of these sins of omission can be charged 
to the artificial shortage of medical man- 
power created by the excessive demands of 
the armed services, plus the fact that a dis- 
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proportionately large number of doctors 
have preferred to be specialists rather than 
general practitioners. Among our sins of 
commisssion have been those of charging 
excessive fees and accepting rebates or 
“kick-backs.” 

These “‘sins” have been discussed at length 
in this and other journals. Many of the spe- 
cific charges have been investigated and 
found to be without foundation; but that fact 
does not keep our critics from repeating 
them. 

One major weakness of the medi¢al pro- 
fession is that so few of its members mani- 
fest any active interest in its problems, ex- 
cept to criticize those who do take the !eader- 
ship in medical organizations. The vast ma- 
jority are opposed to being regimented under 
political control, yet make no attempt to reg- 
ister their opposition. For years they in- 
dulged in the complacent thought that “It 
can’t happen here’; now only too many are 
taking the defeatist attitude that ‘‘There 
isn’t anything we can do about it.’’'' 

As this journal has repeatedly pointed out, 
most of the propaganda designed to smear 
the medical profession has been paid for by 
tax money. Mr. Oscar Ewing is constantly 
blasting the American Medical Association 
and the National Physicians Committee for 
opposing his pet scheme to socialize the 
medical profession. He charges “the doctors’ 
lobby” (doubtless the National Physicians 
Committee) with spending $353,990 during 
the first nine months of 1948. Contrast this 
third of a million dollars with the $75,000,- 
000 that federal employees spent in 1946 for 
propaganda, much if not most of it cn be- 
half of socialized medicine. The impact of 
this tremendous amount of tax money di- 
rected toward influencing public opinion has 
much to do with the large number of 
“articles in the papers” favoring compulsory 
health insurance. If, however, the rank and 
file of medical men in this country will take 
it upon themselves to give their patients 
and friends the arguments against govern- 
ment medicine, they can exert enough count- 
erpressure to restore the confidence of the 
people in the medical profession as a whole. 
The people have never lost confidence in 
their individual family doctors. 


1. Please read again the editorial, “Some Election Reflec- 
tions,” in the Norra Carotmna Mepicar Journat for No 
vember, 








DR. PAUL McCAIN’S PORTRAIT 
UNVEILED 


In a simple, impressive ceremony held at 
McCain, North Carolina, on December 7, the 
portrait of Dr. Paul McCain which was pre- 
sented to the Sanatorium by the State Medi- 
cal Society was unveiled. After a delicious 
luncheon in the dining room of the Sanator- 
ium, addresses were made by Dr. Blomquist 
of the United States Public Health Service 
and Mr. Charles Cannon of Kannapolis, who 
described himself as the freshman member 
of the Board of Directors of the Sanatorium. 
The guests then moved to the lobby of the 
Main Building, where Dr. Paul Whitaker 
presided, and in a few well chosen words 
presented Justice Wiley Rutledge of the 
United States Supreme Court, who was once 
Dr. McCain’s patient at the Sanatorium. 
After his heartfelt speech of tribute to Dr. 
McCain, the portrait was accepted by Dr. 
Paul Ringer, of Asheville. The addresses 
will be published in a later issue of the 
NorTH CAROLINA MEDICAL JOURNAL. 

There were few dry eyes in the audience 
when Dr. McCain’s little granddaughter 
pulled aside the curtains that had concealed 
a speaking likeness of the man whom all 
present delighted to honor. It may safely 
be said that few, if any, came to this cere- 
mony from a sense of duty. Virtually every- 
one was there because he or she wanted to 
express affection and admiration for Paul 
McCain and for his wife. 


DR. W. L. PRESSLY—THE GENERAL 
PRACTITIONER OF THE YEAR 

No one who knew him was surprised to 
learn that the second General Practitioner 
Award of the American Medical Association 
was given this year to Dr. W. L. (Buck) 
Pressly, of Due West, South Carolina. Last 
vear at Cleveland, Dr. Pressly was the run- 
ner-up, when the first award was voted to 
Dr. A. ©. Sudan of Colorado. This year, at 
the Interim Session in St. Louis, he received 
a clear majority of votes over the two other 
men who were nominated by the Board of 
Trustees for the final verdict of the House 
of Delegates. 
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Dr. Pressly represents the highest type of 
general practitioner. He is literally “a mod- 
ern doctor of the old school.’’ He was gradu- 
ated in medicine from Emory University, 
and has practiced at Due West for thirty- 
two years. His alma mater, Erskine College. 
has given him the honorary degree of Doctor 
of Laws for “his great humanitarian works.” 
He has been president of his county, district, 
and state medical associations, and since 
1939 a member of the South Carolina State 
Board of Health. 

Since North Carolina offered no candidate 
for this award, our state can feel no trace 
of envy over the great honor that has come 
to Dr. Pressly’ and, through him, to our 
neighboring state. Indeed, we can follow the 
good Scotch custom and claim kin with him 
for our State Medical Society, since he was 
a cousin of Dr. Paul McCain, and the two 
were intimate friends in childhood. 

North Carolina’s heartiesi congratulations 
go to Dr. Pressly, to the South Carolina Med- 
ical Association, and to the House of Dele- 
gates of the American Medical Association 
for the good judgment they displayed in their 
selection. 


THE VITAL IMPORTANCE OF 
VITAL STATISTICS 


, 


In the “Correspondence” department of 
this issue will be found an important letter 
from Dr. J. W. R. Norton, State Health Of- 
ficer. It is hardly necessary to emphasize the 
necessity for accurate records of births and 
deaths to the public health program of the 
state. North Carolina was one of the pioneer 
states in recognizing the importance of keep- 
ing vital statistics. It is humiliating to know 
that it has recently fallen near the bottom 
of the list in the completeness of birth and 
death registration. 

As a result of the national interest aroused 
by our Medical Care Program, the eyes of 
the whole country are upon North Carolina. 
The doctors of the state should help to make 
its medical bookkeeping worthy of its medi- 
cal progress in every other way. 
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BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


A 55 year old construction foreman was 
admitted to the North Carolina Baptist Hos- 
pital on September 17, 1948, complaining 
primarily of pain and swelling in the lower 
extremities and right arm, and with a his- 
tory of cough for three months. The patient 
had had hypertension for about ten years, 
and for several years had noted mild edema 
of the ankles, which would appear during the 
day and disappear at night. This had caused 
him no great concern, and he had had no 
other remarkable cardiovascular symptoms. 
Three months before admission he began 
having a nonproductive cough which was 
interpreted as being an ordinary cold. About 
two months before admission the cough be- 
came so severe that it interfered with his 
work. He was admitted to a hospital, where 
he remained for five weeks. He was digital- 
ized and treated with penicillin and strepto- 
mycin. An x-ray of his chest showed what 
was interpreted as virus pneumonia. His 
symptoms improved considerably while he 
was in that hospital, and the cough disap- 
peared almost completely. He was observed 
to have some fever during his stay in the 
hospital. 

Apparently before discharge he began to 
experience some pain in his lower extremi- 
ties, particularly in the thighs. He probably 
had slight edema of the legs and ankles upon 
leaving that hospital, and on the day follow- 
ing his return home his right leg started 
swelling rapidly. The left soon began to swell 
in a similar fashion. This swelling was ac- 
companied by considerable pain in the lower 
extremities, which was most marked over 
the outer aspect of the thighs. Increase in 
the temperature of the extremities was ob- 
served, and some erythema was noted over 
the lateral aspect of the thighs. Treatment 
with bed rest and ice packs resulted in con- 
siderable improvement. Questionable disten- 
tion of the abdomen and orthopnea were 
present when the swelling of the lower ex- 
tremities was at its peak. 

Soon after the patient’s return home from 
the hospital his cough returned and persisted 
in a mild degree until his admission here. 
Three days before admission to this hospital, 
some pain in the right antecubital space and 
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some swelling of the right forearm and 
hands were noted. These symptoms _per- 
sisted until admission. The cough was non- 
productive except for a small amount of 
mucus, and there was no chest pain associ- 
ated with it. A maintenance dose of digitalis 
was continued after his discharge from the 
hospital. 

On admission to the North Carolina Bap- 
tist Hospital, physical examination showed 
the temperature to be 101.4 F., pulse 84, 
respiration 22, blood pressure 130 systolic 
and 80 diastolic in the left arm, with the pa- 
tient recumbent. The patient appeared 
chronically ill but was alert and cooperative. 
He was slightly propped up in bed and 
showed evidence of slight respiratory dis- 
tress. The skin was warm and dry, and a 
brawny type of edema was noted in the right 
lower extremity and left foot. Marked pit- 
ting edema was present in the left leg to the 
miatibial region, and in the right leg to the 
groin. The right arm showed a _ similar 
edema extending to the mid-humeral region, 
and the left hand showed a similar but less 
marked edema. There was questionable ede- 
ma of the sacrum. A few shotty inguinal 
nodes were noted on the left. 

No hemorrhages or exudate were noted on 
the optic fundi. Expansion of the lungs 
seemed to be symmetrical, but the breath 
sounds were diminished at the left base pos- 
teriorly and a few scattered rales were also 
heard in the lung fields. The heart was 
slightly enlarged to percussion, and there 
was slight tachycardia; snapping of the 
apical first sound was noted, but no mur- 
murs were elicited. From time to time a 
gallop rhythm was observed. The liver edge 
was felt about 2 cm. below the costal margin; 
the spleen was not felt. No other abdominal 
masses and very little tenderness could be 
elicited. Neurologic examination was not 
remarkable. 

Blood count showed a hemoglobin of 11 
Gm., 3,880,000 red blood cells, and 10,600 
white blood cells, with 78 per cent segmented 
polymorphonuclears, 8 per cent non-seg- 
mented, and 9 per cent lymphocytes. The 
sedimentation rate was 18 mm. Urinalysis 
showed clear, yellow urine, with a specific 
gravity of 1.010, an acid reaction, and nos 
albumin or sugar. A rare white blood cell 
and a few epithelial cells were seen micro- 
seopically. Repeated urinalyses showed es- 
sentially the same findings, but a_ specific 
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gravity as high as 1.022 was observed. On 
September 23, 1948, a few bacteria were ob- 
served in the urine, and culture of the urine 
showed staphyloccoci. Blood culture showed 
no growth. The Kahn test was negative. 


Phenolsulfonphthalein test showed a total 


excretion in two hours of 65 per cent. The 
nonprotein nitrogen on admission was 33 


mg. per 100 ce., but after about one week it 
reached 90 mg. per 100 ec., where it stayed 
until the patient expired. ‘‘he serum pro- 
teins were 5.5 Gm. per 100 cc.—albumin 3.6, 
elobulin 1.9. The blood cholesterol was 204 
mg. per 100 cc., bilirubin 0.7 mg. per 100 cc.; 
the blood sugar varied between 99 and 190 
my. per 100 ec. On the day following admis- 
sion the prothrombin time was 19 seconds, 
against a control of 16.5. A bromsulfalein 
test showed 80 per cent retention in forty- 
five minutes, and a hippuric acid test showed 
an excretion of 0.87 Gm. The serum amylase 
1 was 196 units. 





on October 

An electrocardiogram made on the day 
after admission showed a definitely abnormal] 
record which was interpreted as_ possibly 
being due to pericardial disease, generalized 
edema, or myocardial disease. There was 
questionable digitalis effect in the electro- 
cardiogram. A repeat electrocardiogram 
with CF series I through VII, made on Sep- 
tember 22, 1948, showed no significant 
change. Chest plate on the day following ad- 
mission showed emphysema of the right 
lower lung fields, with non-specific pneu- 
monitis of the left lower lung fields and mod- 
erate cardiac enlargement, plus a question- 
able mass at the right hilum. Another chest 
film made eleven days later showed some im- 
provement in the emphysema of the right 
lower lung field, but the other aspects of the 
picture were essentially unchanged. 

Bronchoscopy and pathologic study of 
bronchial secretions showed no evidence of 
carcinoma. Skin tests were done with tuber- 
culin, histoplasmin and coccidioidin, and all 
were negative. 

The patient received 1.3 Gm. of digitalis 
during the first three days in the hospital, 
and thereafter was maintained on 0.2 Gm. 
per day. He was also kept on a low salt diet 
and was given mercurial diuretics, with only 
fair diuresis. The patient ran a low grade 
fever most of the time until the last five days, 
when his temperature was within normal 
limits. Embolic phenomena were observed 
in the eyegrounds. After the first week in 
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the hospital the tachycardia was out of pro- 
portion to the patient’s temperature. How- 
ever, no frank pulmonary signs of congestive 
failure appeared until the last day, at which 
time many rales were heard. 

The patient’s course was steadily down- 
hill, although there was thought to be some 
improvement in the edema of the right lower 
extremity from time to time, and on some 
occasions the swelling in the arms seemed to 
be decreased. The swelling in the left lower 
extremity, however, steadily progressed, and 
several days after admission the onset of 
gangrene in the left foot was noted. This 
was steadily progressive despite adequate 
dicumarol therapy and the use of papavarine 
and Priscol. Eventually, the onset of gan- 
grene in the right foot was also observed. 

The patient’s hemoglobin fell to 7.7 Gm., 
and accordingly transfusions were given, 
which brought the value back to 11.3 Gm. He 
had considerable difficulty in voiding and had 
to be catheterized occasionally and treated 
with injections of Furmethide, to which he 
responded well. On September 26 the patient 
was seen by Dr. Garvey, who observed defi- 
nite rigidity of both corpora cavernosa, with 
marked induration. It was felt that this was 
part of the picture of thrombophlebitis. The 
patient experienced a great deal of pain in 
the legs, particularly in the left leg. This 
was partially relieved by the use of ice packs, 
but also required a considerable amount of 
narcotics. 

On the last day of life the patient had an 
episode of disorientation, apprehension, and 
sweating. This was thought to be due to an 
embolus, but it was not possible to tell 
whether it involved the lung, brain, or heart. 
He expired at 8 p.m. on October 6, 1948. 


Discussion 


Dr. DAVID CAYER: Except for a history of 
hypertension of unknown severity over a 
period of ten years, accompanied by mild 
edema which disappeared overnight, this 56 
year old man was apparently in good health 
until three months before his final hospital 
admission. At that time he began to have : 
nonproductive cough, followed by swelling of 
his extremities and right arm. The possi- 
bility that this swelling represents early evi- 
dence of congestive failure can be dismissed 
by the distribution of the edema and the 
presence of pain. Pain does not ordinarily 
accompany edema of the extremities due to 
congestive failure. 
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Throughout the onset of his symptoms the 
patient continued his work. At the time of 
his first hospital admission, five weeks before 
he was seen here, a film of the chest appar- 
ently showed some pulmonary infiltration 
and he was treated with penicillin and strep- 
tomycin. The symptomatic improvement at 
that time can, I believe, be attributed to bed 
rest. Even before his discharge from the 
hospital he again experienced pain in the 
lower extremities and edema of the legs and 
ankles, and began having fever. The _ in- 
creased temperature, erythema, pain, and 
swelling provide our classical description of 
inflammation—calor, rubor, dolor, and tu- 
mor. They also suggest the possibility that, 
during the treatment of his pulmonary com- 
plaint with bed rest and limitation of activ- 
ity, the common complication of thrombo- 
phlebitis may have developed. It is of in- 
terest that, even with the patient at bed rest 
and with symptoms now directed chiefly to 
the extremities, orthopnea was present. 

After the return of his cough and other 
symptoms resulted in his admission here, he 
developed the unusual complaint of pain in 
the right antecubital space, followed by 
swelling of the right forearm and hand. 

The initial examination showed a fever of 
101.4 F., a pulse rate of 84, and an increase 
in respirations to 22. The past history of 
hypertension was not confirmed, for the 
blood pressure in the nonedematous left arm 
was normal. The description of the brawny 
edema of the right lower extremity and left 
foot is more suggestive of obstruction than 
of the edema accompanying heart failure. It 
is significant that the edema was not con- 
fined to the most dependent portions of the 
body, such as the sacrum. Some comment as 
to the character of the second pulmonic 
sound would have been of interest, since the 
history from the onset suggests some pri- 
mary pulmonary disturbance. 

Except for a moderate anemia and a shift 
to the left in the differential white cell count, 
blood studies were not remarkable. Repeated 
urinalyses showed good concentration with- 
out abnormal findings. The total serum pro- 
teins were lowered, although the albumin of 
3.6 mg. per 100 cc. eliminates the possibility 
of hypoproteinemia. The bromsulfalein test, 
showing 80 per cent retention after forty- 
five minutes, as well as the decrease in lip- 
puric acid excretion, indicates marked he- 
patic damage. The blood amylase of 196 units 
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is in the upper limits of normal when it is 
considered that the value was found at the 
time the nonprotein nitrogen was reported 
as 90 mg. per 100 ce. The x-ray findings 
suggesting a mass at the right hilum, infil- 
tration of the left lower lung field, and 
emphysema of the right lower lung field are 
of considerable importance. 

The patient showed no response to the 
regimen ordinarily employed in the treat- 
ment of congestive failure and for the relief 
of impaired circulation of the extremities. 
The gangrene of both lower extremities was 
progressive, and following an episode of con- 
fusion, apprehension and disorientation the 
patient expired. 

The distribution and type of edema, the 
absence of marked change in cardiac outline, 
the normal blood pressure, and the absence of 
murmurs, abnormal urinary findings, or eye- 
ground changes do not support the diagnosis 
of a primary cardiac or renal disturbance. 
In patients of this age group with evidences 
of impaired circulation, the possibility of 
degenerative disease such as extensive ar- 
teriosclerosis must be considered. As a rule, 
however, such persons give a previous his- 
tory of impaired circulation and show wide- 
spread evidences of thickened peripheral 
vessels and impaired renal function, all of 
which were absent in this patient. In addi- 
tion, gangrene, when it manifests itself as 
the result of arteriosclerosis, usually appears 
as small, well demarcated spots rather than 
as extensive gangrene of an extremity. 

The possibility that we are dealing with 
a primary vascular disturbance, however, 
must be considered. This may be intrinsic 
and inflammatory, resulting from or com- 
plicating an infectious disease. The persist- 
ent pulmonary complaints and the previous 
diagnosis of virus pneumonia suggest such 
a possibility in this patient. 

An inflammatory panartertis such as peri- 
arteritis nodosa must also be considered. 
This disorder, however, is considered to be 
a streptococcal allergy, and we have no evi- 
dence of any such primary infection in this 
patient. In addition to being rare, periarter- 
itis is usually accompanied by more systemic 
manifestations, including high fever, pro- 
found sweats, tachycardia, weakness, hyper- 
tension, and renal involvement, as well as 
lesions resembling erythema nodosum and 
often a marked eosinophilia. All of these are 
lacking in the patient being discussed. 
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The widely disseminated vascular phenom- 
ena suggest a migrating type of polyphle- 
bitis. This may be deep or superficial, and 
is often accompanied by evidences of second- 
ary arterial spasm. Although edema may 
appear rapidly, good collateral circulation 
remains and the lesions tend to disappear. 
Such disturbances may, however, precede a 
more serious disorder known as thrombo- 
angiitis obliterans, an inflammatory vascu- 
lar disturbance involving veins, arteries, and 
nerves. Although this usually begins in the 
legs, it may involve the hands. The lack of 
systemic reaction would favor such a diag- 
nosis. These patients usually give a history 
of exposure to cold or excessive use of to- 
bacco, and a clear-cut history of intermittent 
claudication. 

In the absence of these findings we must 
consider the possibility that the vascular dis- 
turbance may be extrinsic and represents a 
spread of tumor from a primary site to mul- 
tiple secondary sites through the blood ves- 
sels. In favor of such a consideration are 
the low white cell count, the lack of marked 
systemic reaction, and the negative blood 
cultures. The symptoms of widespread met- 
astatic tumor may be of short duration and 
of sufficient degree to mask the primary site. 
The film of the chest, showing a lesion at the 
right hilum and infiltration of the left lower 
lobe, is compatible with a primary lung 
tumor. These tumors may be widely dis- 
seminated to involve regional nodes and the 
lvmphatics of the upper chest, as well as the 
liver, adrenals, and pelvic nodes. The his- 
tory of onset, the patient’s age and sex, and 
the fact that such lesions occur more fre- 
quently in the right lung would all support 
such a diagnosis. 

Unfortunately, however, it will not explain 
the finding of priapism. In a search of the 
literature, I was unable to find any mention 
of metastases from the lung to the corpora 
cavernosa. In addition, the fact that the 
priapism tended to subside after a period of 
three to four days also makes the diagnosis 
of tumor metastatic to this site unlikely. 

It would appear that all the findings can 
not be explained on the basis of a single diag- 
nosis—the priapism on the basis of tumor, 
or the lesions in the lungs on the basis of 
polyphlebitis. While some of the pulmonary 
findings might be secondary to infarction, 
the absence of pain and hemoptysis would 
make any large infarcts unlikely. It is pos- 


December, 1948 


sible that the pulmonary findings are not 
primary in the lung. In this case, on a 
purely statistical basis, the most likely site 
would be an asymptomatic gastric lesion 
with pulmonary metastases simulating a 
primary bronchogenic lesion. We have no 
evidence for such a thesis, however. 

Since the physical and accessory findings 
do not suggest a single diagnosis, it would 
appear that this patient had a pulmonary 
neoplasm, probably primary in the bronchus, 
with widely disseminated metastases in addi- 
tion to a migrating polyphlebitis. 

DR. FRED GARVEY (Urologist): From my 
knowledge of priapism and the reports in the 
literature as to its etiology, I believe that 
the priapism in this patient was probably 
not due to metastases, but rather to throm- 
bosis of the prostatic plexus, the corpora 
cavernosa, or both. The reports show that 
the most common etiology is local thrombosis 
or hematoma, or local inflammatory condi- 
tions of the penis. There have been reports 
of new growths of the penis which have in- 
raded the corpora and produced priapism, 
and apparently such a condition is not rare. 

One hundred and seventy cases of pria- 
pism were reviewed a few years ago by Dr. 
Hinman, and he found that none was due to 
metastatic carcinoma. Since that time, how- 
ever, three or four cases of metastatic tumor 
have been reported, in some of which actual 
invasion of the corpora occurred. 

Transitory or recurrent cases of priapism 
are usually on an inflammatory basis or re- 
sult from certain diseases of the central 
nervous system affecting the nerves of erec- 
tion. Such a condition is ruled out in this 
case, which is undoubtedly a true priapism. 
The most likely basis is thrombosis, though 
it could possibly be due to metastatic tumor. 

Dr. J. P. ROUSSEAU (Roentgenologist) : 
The radiographs of the chest in this case 
show localized emphysema of the right lower 
lobe, pleuro-diaphragmatic adhesions at the 
base, and an irregular infiltrating nodular 
mass at the root of the right lung. One also 
sees diffuse nodular and linear infiltrations 
in the left lower lung field. 

Localized or lobar emphysema in a patient 
of this age with a chronic illness almost al- 
ways means bronchostenosis secondary to tu- 
mor. In early cases, this type of emphysema 
is the only roentgen evidence that a tumor 
may be present. In this patient, however, 
the mass at the right hilum and the diffuse 
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infiltrations in the left lung field almost cer- 
tainly lead to the conclusion that a broncho- 
genic tumor is present, with metastases to 
the left lung. 


Pathologic Discussion 


Dr. C. C. CARPENTER: At autopsy, two 
principal disease processes were found, 
which led to the same result—that of mul- 
tiple venous thromboses in various parts of 
the body. 

(1) There was hypertensive heart disease. 
The heart weighed 550 Gm. (normal weight 
250 to 350 Gm.). The enlargement was in 
the left ventricle, which measured 3 ecm. in 
thickness. Microscopically, the myocardium 
showed muscle degeneration, round cell infil- 
tration, and fibrosis. The valves and coro- 
nary arteries were within normal limits. 
That the heart was beginning to fail was 
evidenced by chronic passive congestion of 
the liver and lungs, and the presence of bi- 
lateral hydrothorax and ascites. 

The relatively normal blood pressure (130 
systolic, 80 diastolic) on admission to this 
hospital could be accounted for by the recent 
bed rest, by a partially failing myocardium, 
by bilateral adrenal metastatic tumors, or by 
a combination of these three factors. 

(2) There was an adenocarcinoma, mucoid 
in type, that began in the bronchial mucous 
glands. Metastases were present throughout 
both lung fields, and in the liver, mediasti- 
num, both adrenal glands, and the brain. 

(3) There were multiple venous thrombi 
with infarcts in the lungs and spleen. 

It is well known that heart failure with 
venous congestion is frequently followed by 
multiple venous thromboses. This case was 
presented tonight to illustrate another cause 
of multiple venous thromboses, not so fre- 
quently diagnosed. In 1862, Amand Trous- 
seau made the following statement: 


“When you are undecided about the nature of a 
disease of the stomach, when you hesitate between 
a chronic gastritis, a simple ulcer, and a carcinoma, 
a phlegmasia alba dolens occurring in the leg or arm 
will put an end to your indecision and you will be 
able to assert positively that a carcinoma is present. 
I have shown you analogous cases in my wards and 
I have asked you to notice that this obliterative 
phlebitis did not pertain exclusively to carcinoma of 
the stomach and that it might occur with cancer 
affecting any internal organ whatever.” 


Sproul”, in a review of 4258 autopsies 
performed at the Presbyterian Hospital in 
1. Sproul, E, E.: Carcinoma and Venous Thrombosis: The 

Frequency of Association of Carcinoma in the Body or 


Tail of the Pancreas with Multiple Venous Thrombosis, 
Am, J. Cancer 34:566-585 (Dec.) 1938. 
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New York, found thrombus formation in 617 
cases, of which 150 showed carcinoma as the 
primary condition. Of the cases of carcino- 
ma associated with multiple venous thrombi, 
the primary tumor in 17 per cent was in the 
pancreas; in 2.5 per cent it was in the lung; 
and in 1.3 per cent it was in the stomach. 

Several other authors” have renorted the 
development of multiple venous thrombi to 
be the first manifestation of obscure carci- 
noma. Various hypotheses have been ad- 
vanced to explain the mechanism of this oc- 
eurrence: (a) direct invasion of the venous 
trunk by tumor, forming an obstructing 
mass: (b) emboli from scattered cell frae- 
ments: (c) alterations in the coaculability 
of the blood, especially in pancreatic carci- 
noma. 

In carcinoma of the pancreas, the increase 
in secreting pancreatic tissue causes an in- 
erease in the nancreatie juice reaching the 
duodenum. Vitamin K, which increases the 
coagulation of blood, is fat soluble. There- 
fore, in carcinoma of the pancreas, the linase 
in the pancreatic juice, actine in the dno- 
denum on fattv foods. would accelerate the 
absorption of vitamin K and make the blood 
more coaculable. The increase in clotting 
nower of the blood is not so easilv exnlained 
in carcinoma of the lung, stomach, and other 
organs. There is, no doubt, vet an unknown 
factor in the process. 

Dr. Caver has correctly made a diagnosis 
of primary carcinoma of the bronchus and 
multinle thromboses. He expressed doubt 
that all of the findines could be exnlained on 
the basis of a single diagnosis. We believe 
that the carcinoma. of the bronchus and the 
multiple venous thromboses, in this case, 
represented the same disease process. Venous 
congestion from a failing heart may also 
have contributed to the production of the 
thrombi. 


9 (a) Cooner. T. and Barker. N. W.: Recurrent Venous 


Thrombosis: An Farly Comopli tion of Obscure Vis 

ceral Carcinoma. Minn. Med. 27°31-36 Jan rot 
(b) Norris. C. M.: Earlv Clinical Features of Broncho 

reniec Carcinoma: Instrative Cases, Dis. Chest 14:198 


217 (March-Apri!) 1948. 





Where Ts It? $10 200.800.0000 has been naid into 
the Social Security Administration in eleven years 
and $849.000.000 collected in interest. Benefits naid 
total $1689 600.000 and administrative costs $246,- 
000.000. The kitty remaining is over nine billion. 
Where do you suppose it is?—From the News 
Letter, American Medical Association, April 8, 1948. 
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oe CONTROL of pulmonary tuberculosis de- 
pends on the early diagnosis, isolation and treat- 
ment of the active cases. Nothing has been added to 
our knowledge in recent years to change this funda- 
mental fact. In its early stage, tuberculosis has no 
characteristic symptoms and no significant physical 





findings. X-ray examination is necessary for its 
detection. 
THE DIAGNOSIS OF PULMONARY 


TUBERCULOSIS 


It is important to place pulmonary tuberculosis 
near the top of the list of diagnostic possibilities 
in cases giving a history of nervousness, digestive 
disturbance, loss of weight, productive cough, and 
pulmonary hemorrhage. When the disease is accom- 
panied by such symptoms it is usually easy to find 
tubercle bacilli in the sputum and chest films show 
extensive infiltration and cavitation. Such patients 
still make up a large majority of those admitted 
for sanatorium treatment. Extensive surgical pro- 
cedures are frequently required for permanent ar- 
rest of the infection. Treatment periods run to two 
and three years with significant mortality rates. 
The patient with arrested advanced disease is a 
handicapped individual whose rehabilitation offers 
further problems, Reactivation of the infection in 
later years occurs with disappointing frequency. 
Everyone around such a patient has been exposed 
to tubercle bacilli for weeks or months. The disease 
perpetuates itself in this way. 

The early case offers a pleasant contrast to the 
above picture, There has been little opportunity for 
spread of infection and arrest of the disease can be 
achieved much more frequently with shorter periods 
of treatment. When collapse therapy is necessary 
the simpler procedures are usually sufficient. The 
residual handicap is slight and recurrence of active 
disease in later life is exceptional. 

It is therefore of basic importance in the diagnosis 
of pulmonary tuberculosis to find it in the early 
stages. Failure in early diagnosis has often occurred 
because physicians had a low index of suspicion of 
its presence. It is not unusual for the first search 
for tuberculosis to be made at the suggestion, or 
een at the insistence, of the patient. At other times 
ti. »erculosis may have an acute onset and advanced 
disease is discovered soon after the first symptoms. 

However, the majority of cases of pulmonary tu- 
berculosis develop slowly. Symptoms are absent or 
so slight that the individuals seldom go to doctors 
and their examination must be brought about by 
education and community endeavor. When patients 
seek medical advice the diagnosis of pulmonary 
tuberculosis becomes a direct professional respon- 
sibility which can be met only by considering the 
possibility of tuberculosis in every patient. The pri- 
vate physician has been a leader in tuberculosis case 
finding in the past. Routine methods will be required 
to maintain this position in the face of the decreas- 
ing morbidity of the disease. 

Misplaced confidence in physical examination is 
another common cause for delay in the discovery of 
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pulmonary tuberculosis. Too much stress cannot be 
placed on the limitations of physical diagnosis. In 
almost every case of early or latent pulmonary dis- 
ease, percussion and auscultation are so inadequate 
as to be practically a waste of time. Doctors con- 
tinue to be surprised at the extent of pulmonary 
lesions as shown by X-ray examination. Most mini- 
mal and many advanced cases of active pulmonary 
tuberculosis would easily be missed in even a care- 
ful physical examination. 

There are two methods of screening out the few 
cases without depending on symptoms and physical 
findings, These are the tuberculin test and the X-ray 
examination of the chest. One or the other should 
be used routinely. The chest film appeals to most 
doctors because it also reveals cardiac and other pul- 
monary abnormalities at once. These advantages 
have led to the present campaign for X-ray exami- 
nation of all hospital admissions. In office practice 
the tuberculin test is very helpful as it takes little 
time. A positive reaction indicates previous exposure 
to tuberculosis and is an indication for proceeding 
with X-ray examination. [Another screening method 
for physicians in general practice is the use of the 
fluoroscope. If the fluoroscope shows suspicious find- 
ings, the patient can then be tuberculin tested and a 
chest X-ray made—Author’s note. ] 

The patients with suspicious X-ray shadows are 
found by these screening methods. Evaluation of the 
film findings in each instance requires a complete 
history and careful clinical study including a tuber- 
culin test. For practical purposes a negative tuber- 
culin reaction rules out active tuberculosis. 

It is necessary not only to determine the presence 
of tuberculosis, but also the degree of activity of the 
lesion. Recovery of tubercle bacilli from pulmonary 
secretions gives absolute proof of active disease. 
Culture or guinea pig inoculation of one or more 
fasting gastric specimens may be required in the 
absence of a productive cough. Serial chest films are 
always more helpful than any single examination. 
An unstable tuberculous lesion, even though retro- 
eressive, must be considered active. 

The search for pulmonary tuberculosis has been 
greatly stimulated by the practical application of 
small film photofluorography. This trend will prob- 
ably continue with community and industrial sur- 
veys and with the study of hospital admissions, All 
physicians will be having these chest X-ray prob- 
lems brought to their attention. Tuberculosis will be 
outnumbered by other abnormalities of the lungs, 
mediastinum and cardiovascular system. More fre- 
quent opportunities will be available for early diag- 
nosis of malignant tumors, especially bronchogenic 
carcinoma. Here, everything depends on prompt re- 
ferral for surgical exploration and resection. 

The Diagnosis of Pulmonary Tuberculosis, Georxe 
H. Vernon, M.D., Hlinois Medical Journal, December, 
1947. 





Although the X-ray apparatus detects pulmonary 
lesions more readily than the stethoscope, chest 
roentgenology has not yet advanced to the point 
where it can be substituted for logic or reasoning. 
Diagnosis is a function of logic, and the diagnosis 
of chest diseases, especially tuberculosis, depends 
on the correlation of clinical, roentgenologic and 
bacteriologic studies. No X-ray machine can do this. 
The diagnosis of tuberculosis or its degree of activity 
should never be based wholly on the X-ray report 
of the chest findings. “Never put your complete 
trust in shadows” is a sound medical adage that 
applies especially to tuberculosis.—Joseph D. Was- 
sersug, M.D., N. FE. Jour. Med., July 13, 1947. 
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PUBLIC RELATIONS 


Medical public relations may be consid- 
ered as an expression of individual physician 
morale collectively influencing the relations 
of human beings in all other walks of life to 
that of medicine for the mutual good of both. 
It has two essential phases. 

1. An effort in concert on the part of phy- 
sicians of medicine to develop a high plane 
of science and ethics among themselves as 
the requisite conditions of medical service 
and professional morale. 

2. Purveying to the mass of people—the 
public —a broader understanding of the 
science of medicine and the tremendous bene- 
fits accruing from it to the peopie under the 
current advantages of guidance and control 
through professional ethics. 

Medicine was never on a more satisfac- 
tory level in respect to scientific progress, 
but persistence should be the order in ad- 
vancing the science of medicine to the end 
that the high confidence of the people in that 
portion of professional morale may be main- 
tained, and even furthered in the application 
of new discoveries and newer methods in the 
practice of medicine. At points, the ethics of 
medicine is under serious attacks, and, in 
instances, rightly so. The gamut of com- 
plaints, when carefully analyzed, may not be 
justified, and for the most part they are not 
justifiable. Nevertheless, the profession has 
allowed critical phases of medical service to 
go unattended in instances, and these in- 
stances have been sufficient to invoke much 
ill will. It matters little that there has been 
an exaggeration of gaps in adequate medical 
service and neglect in others, for it is all 
important that these gaps be recognized and 
filled—as they are being filled—and that ele- 
ments of neglect in the ethical responsibility 
of medicine be corrected promptly. These 
are requisite to proper service and morale in 
medicine, and the profession will do well to 
persist in adjusting inadequacies, defici- 
encies, and areas of neglect to the ultimate 
and real needs of the people. 

The individual intimacy of the physician 
with his patient has been seriously dimin- 
ished in our time. Medical contact with the 
patient is more and more passive under the 
circumstances of the modern practice of 
medicine. The “old lovable” relationship of 
“family doctor” to his patient scarcely pre- 
vails any more, and with the passing of this 
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bond of friendship and respect has gone that 
high sense of loyalty which engendered an 
all-out understanding of the medical protfes- 
and which sustained it economically 
and morally until more recent years. 

Somehow medicine needs to recapture and 
to revitalize the individual respect and loyal- 
ty which characterized this earlier relation- 
ship of physician and patient. 

So, through a program of medical public 
relations, the profession—as in its science— 
has turned to new methods and new proced- 
ures. It undertakes through organization 
and personnel to emphasize to its members, 
and immediate co-workers, the importance 
of making a day-to-day effort to engender a 
better patient-understanding of modern med- 
ical science, its limitations as well as its 
efliciencies; of assuming a deeper sense of 
responsibility for filling unmet gaps in med- 
ical service in areas; of fulfilling the ethical 
responsibility of immediate and adequate 
service to patron patients; of joining hands 
in promoting civic devices and civie agencies 
which serve as adjuncts to the more ade- 
quate development and distribution of medi- 
cal care and medical service in the com- 
rounity. The practicing physician, through 
his professional group, must lend his per- 
sonal and financial support to such a coordi- 
nated program if we are to correct the mis- 
understandings which prevail in the public 
regard, and regain the confidence, respect, 
and cooperation of the public on that level 
which prevailed a short while ago. 

It may be predicted that the coming vear 
will be a crucial period in the history of 
medicine in our country. By personal ex- 
ample in daily contacts, by an interest and 
effort in community enterprises for the 
health of the people, and by the personal 
and financial support of professional medi- 
cine through its public relations programs 
during this crucial period, the individual 
physician may hope to regain for the future 
the prestige, respect, and affection of the 


sion 


past. 
RoscoE D. MCMILLAN, M.D. 
Red Springs 





Praise of a colleague as good public relations.—To 
my knowledge, no doctor has ever hurt his own repu- 
tation by publicly praising outstanding work of an- 
other doctor. There is reason to believe that a litile 
more of such justifiable praise would do much to 
allay the common misconception that medical men 
are split by wide personal differences and jealousies. 
—A. E. Cardle: The New Look in Medicine, Minne- 
sota Med. 31:861 (Aug.) 1948. 
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To the Editor: 

After reading the article by Drs. Moore 
and Schafer on the treatment of fractured 
femurs (North Carolina M.J. 9:514-519 
(Oct.) 1948), I would like to report a method 
which I have found satisfactory for use in 
cases where it was impossible to admit pa- 
tients to a hospital for treatment. I have 
treated 7 cases of fracture of the femur by 
this method, with perfect results. The legs 
were as straight and long as they were be- 
fore the fracture. 

[ learned of this method in the early part 
of this century, when we did not have hos- 
pitals or plaster casts. I was called to see a 
fat girl, 7 years of age, who had small bones. 
She had broken her right femur just above 
the knee and just below the hip joint. I tried 
twice to put the leg in splints, but I could 
tell that the bones were not in apposition. 
When I held the thigh up so that the knee 
was bent in a forty-five degree angle, { could 
see that the bones dropped into good posi- 
tion. I found a wooden soap box, which I cut 
to fit her thigh. After putting a cloth on the 
box, I laid her leg on it. Later I made a 
frame to take the place of the soap box, and 
[| kept her on this for eight weeks. Then I 
had her use crutches for a while. Her leg 
was just as long and straight as it was be- 
fore the break. 

Later I made an adjustable frame that 
would fit most of the cases I used it on (fig. 
1). I put a pad unde the knee and fastened 
the thigh on the frame by putting a bandage 
under the thigh, pulling the outside bandage 
across the thigh, and fastening it to a screw 
eve on the inside of the frame; then I pulled 
the inside bandage across the thigh and fas- 
tened it to a screw eye on the outside of tre 
frame. This holds the thigh as stationary 
as a plaster cast will. The foreleg and foot 
provide all the traction that is needed. I left 
the foreleg loose during the day, but tied it 
down at night to keep it from getting out of 
place. When the foreleg is loose, the patient 
can raise it when the muscles in the thigh 
contract, as they will do for a week or ten 
days. 

The patients treated by this method did 
not suffer very much and did not require 
medicine to relieve pain after the first few 
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Figure 1 


days. One of the patients was a baby 18 
months old. 

I never had occasion to treat a fracture 
of the hip joint, but I believe this relaxed 
position would be just as satisfactory as in 
the treatment of the fractured femur. 

S. A. Wilkins, Sr., M.D. 
Dallas, N. C. 

(Just now I am a patient in the Veterans 

Hospital, Ward 3, Columbia, S. C.) 





DEATH CERTIFICATES 


November 19, 1948 
To the Editor: 

I would appreciate your assistance in 
bringing to the attention of the physicians 
of North Carolina a matter of importance 
to the vital statistics program of our state 
and to the public relations of the medical 
profession. 

The North Carolina statutes require that 
undertakers prepare death certificates for 
deceased persons whom they are called upon 
to inter. The undertaker is required to pre- 
sent the death certificate to the attending 
physician for signing. The law further 
states that no disposition of the body shall 
take place until a signed death certificate has 
been deposited with the local registrar of 
vital statistics and a burial permit has been 
secured in exchange. 

If this procedure were followed as speci- 
fied, practically all death certificates would 
be filed within twenty-four hours after death 
cecurred. Unfortunately, the procedure 
actually being followed in many cases is not 
in accordance with the law. The State Board 
of Health receives approximately 2500 death 
certificates monthly. For every three of 
these certificates filed on time, two others 
are filed from one to six months or more 
late. This means that about 40 per cent of 
North Carolina death certificates are filed 
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after the funeral of the deceased has taken 
place. 

The most serious consequence of this state 
of affairs is that many certificates are neg- 
lected so long that they are lost. Almost 
daily the Bureau of Vital Statistics receives 
requests for certified copies of death certifi- 
‘ates that should have been filed months ago, 
but which have never been received. The 
families of these individuals are thereby 
caused delay and inconvenience in complet- 
ing various insurance and pension claims. 
In addition, the vital statistics for the state 
are in error by a considerable percentage. 

The Society’s own Maternal Welfare Com- 
mittee, under its able chairman, Dr. Frank 
Lock, has found its continuing study of ma- 
ternal deaths considerably handicapped by 
delays in the filing of death certificates. 

There are several reasons for this situa- 
tion. The State Board of Health has itself 
been slow to take steps to improve registra- 
tion. Local registrars have not, in all cases, 
been properly supervised. This latter prob- 
lem is being solved, to a considerable extent, 
by transferring vital statistics registration 
to full-time county health departments as 
rapidly as circumstances permit. It is ex- 
pected that at least half of our counties will 
have health officer registrars in the near 
future. 

Two additional reasons for our difficulty 
are that undertakers have been negligent in 
following the required procedures and that 
physicians have not, in all cases, given suffi- 
cient attention to this important matter. It 
is this latter point that we wish to emphasize 
here. We receive frequent complaints from 
undertakers that they have left certificates 
with physicians for signing without prompt 
results, or that they have had to wait long 
periods in waiting rooms before being seen. 

If the law were suddenly to be strictly en- 
forced so that no funeral could take place 
without a death certificate having first been 
signed, the public relations of the profession 
would suffer considerably in those cases 
where adequate cooperation was not ex- 
tended to undertakers. 

In the coming months, it is our plan to 
approach this problem from all sides and 
make an honest effort to put North Carolina 
death and birth registration back on a basis 
comparable with the best records of other 
states. To do this we will need the coopera- 
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tion of all parties concerned, including every 
North Carolina physician. 
Yours sincerely, 
J. W. R. Norton, M.D. 
Secretary and 
State Health Officer 
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MINUTES OF EXECUTIVE COMMITTEE 
MEETING 
September 26, 1948 


The Executive Committee of the Medical Society 
of the State of North Carolina met in Raleigh at 
the Hotel Sir Walter on Sunday, September 26, 1948, 
at 11 a.m. In the absence of the president of the 
Society, the first vice president, Dr. Joseph J. Combs 
of Raleigh, called the meeting to order and presided 
until the arrival of President James F. Robertson, 
who had been delayed. 

On instruction of the presiding officer, the execu- 
tive secretary called the roll. 

Officers present: 

President—Dr, James F. Robertson, Wilmington 

President-Elect—Dr. G. Westbrook Murphy, 
Asheville 

First Vice President—Dr. Joseph J, Combs, 
Raleigh 

Second Vice President—Dr. Joseph A. Elliott. 
Charlotte 

Executive Secretary—Mr. James T. Barnes, 
Raleigh 

Councilors: 

First District—Dr. Zack D. Owens, Elizabeth City 

Second District—Dr. John C. Tayloe, Washington 

Third District—Dr. Donald B. Koonce, Wilmington 

Fourth District—Dr. Newsom P. Battle, Rocky 
Mount (Called away during meeting and re- 
quested Dr. Tayloe to serve as proxy.) 

Sixth District—Dr. Millard D. Hill, Raleigh 

Seventh District—Dr. Elias Faison, Charlotte 

Eighth District—Dr. James H. McNeill, North 
Wilkesboro 

Ninth District—Dr. Irving E. Shafer, Salisbury 

Tenth District—Dr. Donald M. McIntosh, Old Fort 

Others present: 

Dr. V. K. Hart, Chairman of Committee to develop 
plan of prepayment hospital and medica! 
service voluntary insurance, Charlotte 

Dr. John S. Rhodes, Associate Committeeman, 
Raleigh 

Mr. E. B. Crawford, Executive Vice President of 
North Carolina Hospital Saving Association 
(invited consultant), Chapel Hill 

Miss Mary Robinson, Reporter, Raleigh 

Vice President Combs recognized Dr. V. K. Hart, 
chairman of the reporting committee, and requested 
that he present his report and direct discussions. 
The report was tendered along with an agenda. Dr. 
Shafer moved that the committee proceed as per the 
agenda, and the motion was seconded and carried. 

Agenda Item 1. “Do you favor such a system of 
insurance as proposed?” Dr. Shafer moved that the 
Executive Committee go on record as favoring such 
a system of insurance, The motion was seconded. 

At this point, on motion duly made, seconded, and 
carried, proceedings were interrupted to hear from 
Dr. Battle, who suggested two things: (1) sell the 











646 NORTH 
plan to everyone on a ward basis; (2) the doctor 
would be obligated to serve patients at the prepay- 
ment fee only while in the ward. 

Dr. Hart stated that the Committee had considered 
this question and that there were not enough ward 
beds in the state to establish the plan on that basis. 
Mr. E. B. Crawford analyzed a survey of the total 
hospital beds in the state showing an average of 
38 to 40 per cent ward beds. He stated that the con- 
sensus of plans indicated it better to establish the 
program on the basis of individual income rathe1 
than on accommodation. 

Dr. Hart stated that after extensive discussion of 

the whole basis of this program, the committee felt 
that it would be in the interest of simplicity to offer 
a complete coverage with the one exception of the 
hospital room; that a minimum allowance should be 
decided upon; and that the accommodation the pa- 
tient takes outside of such allowance should not 
affect his claim. 
The question was called and several voted “aye.” 
Dr. Battle voted “No” with an explanation that he 
did not exactly understand the question and reiter- 
ated that he was in favor of insurance. 

Taking the chair, President James F. Robertson 
presented Item 2: “If so, do you agree with the in- 
come brackets as specified?” 

Dr. Hart stated the income brackets recommended: 
“Total annual income of $3,000 where only one mem- 
ber of a family is woiking; $2,500 for a couple; and 
$2,000 for an individual.” Having called for discus- 
sion the president assumed the stated income brack- 
ets to be approved in the absence of discussion by 
those present. 

The president presented Item 3: “Do you agree 
with the recommendation that this plan per se be 
sold as one package—that is, the medical and surgi- 
cal plans not be sold separately?” Mr. Crawford 
was invited to discuss this point. He stated that the 
idea is good of combining the medical and surgical 
features and presenting it as a state-wide program 
with proper publicity of the fact that the physicians 
of the state are supporting it. Dr. Hart stated that 
the medical representatives on the committee op- 
posed the separation of the medical protective fea- 
ture of the plan and expressed the sense that the 
plan should be an all-inclusive one because some of 
the most catastrophic illnesses are medical. He 
stated that the committee felt it would be unwise to 
separate the features in any way and that it should 
be sold as a unit or not at all. 

Dr. McNeill moved that the plan be sold as a unit. 
The motion was seconded and carried. 

The president presented Item 4: “The resolutions 
setting up this Committee and adopted by the House 
of Delegates specified that the plan have as its 
official operating agency the Hospital Saving Asso- 
ciation or merged corporation, Since there has ben 
to date no merger, the Hospital Saving Association 
becomes the official agency. Should the Hospital Care 
Association also be allowed to underwrite this pro- 
gram?” 

Dr. Hart commented that the success of the plan 
depended upon the cooperation of doctors, who must 
be satisfied with the plan, and expressed the view 
that the fee schedule could be underwritten by any 
organization, excepting that one be the official 
agency—Hospital Saving being the logical agency 
sponsored by the State Medical Society—whose re- 
sponsibility it would be to elicit the individual vol- 
untary participation of physicians of the state. 
Should a nonofficial agency adopt the schedule, it 
would become a cash-indemnity schedule which the 
individual doctor could accept in whole or in part in 
settlement of his fee, or not accept at all. 
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Mr. Crawford commented that this medical service 
program is the only Blue Shield plan in the state, 
and that Hospital Saving, being sponsored by the 
Society, can offer the plan with the requisites of 
sponsorship, approval, and control by the Medical 
Society. No other organization is contracted to do 
so, with the continuing authority of the Society to 
direct procedures, make adjustments as required, 
and have its instructions carried out. He referred to 
capitalization established by the Hospital Saving 
Board, which obviates the necessity for physicians 
to establish a specific buffer fund, and stated that 
where the administering agency is recognized by the 
State Society, sales are facilitated. 

Dr. Koonce referred to the limiting authority of 
the House of Delegates resolution and it was agreed 
that it limited the official agency to the Hospital 
Saving Association. 

The president referred to Item 5: “Do you agree 
with the fee schedule?” He made the comment 
that x-ray charges now being paid by Hospital Sav- 
ing approximate those recently presented by the 
radiology representative on the Committee; that a 
radiologist may enter into any contract of his choos- 
ing with any hospital and that to dictate such was 
not within the province of the Executive Commit- 
tee; but that such a schedule provides a basis for 
uniformity of charges compatible with the income 
group insured. The president also referred to pro- 
posed additions to the dermatologic schedule as sub- 
mitted. 

Members referred to inequalities shown on the 
schedule and to the exclusion of certain medical 
emergencies, as well as exclusion of a fee during 
the first two days on medical cases. It was agreed 
that the discrepancies, inequalities, and additions in 
and to the fee schedule should be made equal and 
that this would be done. As for the two day exclu- 
sion, Mr. Crawford explained this was provided to 
avoid a high incidence of nuisance admissions and 
to protect the rate in line with the financial cost. 
The physician may still charge the patient for the 
two days and the policy will be sold with that under- 
standing. It was generally agreed that the type of 
medical emergencies to be included during the first 
two days should be definitely listed on a schedule 
which would accompany the policy. 

Dr. Hill made the following motion, which was 
seconded by Dr. Combs: RESOLVED THAT THE 
Executive Committee adopt the plan and fee sched- 
ule for prepaid medical insurance as written and 
submitted by the Committee to develop a plan of 
prepayment hospital and medical service voluntary 
insurance, and that said committee be continued for 
the next three years to guide and direct the program, 
and that any suggestions from members of the Ex- 
ecutive Committee or any other persons be turned 
over to the continuing committee for consideration 
and action. 

Dr. Murphy discussed x-ray fees, and particularly 
the effect that the adoption of the schedule of fees 
would have on the position of state agencies seeking 
to establish ceilings on medical fees. He thought 
that fees established should be equal to or above 
those prevailing for industrial cases. 

Dr. Hart commented on prevailing Blue Cross 
fees for diagnostic x-ray service and suggested that 
the schedule compared favorably with those now 
being paid by Blue Cross. Mr. Crawford indicated 
that the plan provided greater uniformity in x-ray 
charges than on any other type of service. 

It was agreed that the inclusion of fees in the 
schedule for anesthesia administered to hospitalized 
patients was proper, and that discrepancies in fees 
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for conditions treated by two types of specialists 
should be adjusted so as to be equal. 

It was agreed that dermatologic cases treated in 
the hospital should be on the same fee basis as med 
ical cases, and that a list of dermatologic conditions 
to be included for the first two days of treatment 
should be made. Dermatological surgery performed 
in the office would not be excluded, 

There was a prolonged discussion of the question 
whether to include x-ray therapy in the schedule in 
connection with malignancies. It was the consensus 
of views that the subject required further study and 
action by the reporting committee. 

Following a recess for lunch, the president pre- 
sented Item 6: “Do you think this plan should be 
binding either on the Hospital Saving Association 
or on the participating doctors for more than one 
year? At the end of this time, should any needed 
changes because of the inflationary period in which 
we tind ourselves be left to the officials of Hospital 
Saving and the present committee, subject to the 
approval of the Executive Committe of the State 
Society ?” 


Dr. McNeill made the motion, seconded by Dr. 
Tayloe, and unanimously carried: “RESOLVES that 


T 

; 
the plan be adopted for one year, subject to the 
changes that may be agreed upon by the committee.” 

The president presented Item 7: “There should be 
a Fee Committee to set fees that are questionable 
or difficult to classify. Thus some fees are left on 
the schedule as ‘Individual Consideration.’ Thi 
should be a small, readily assembled committee of 
one medical man and two surgeons from the Greens- 
boro-Chapel Hill-Raleigh-Durham area. How do you 
wish such a committee selected? Appointed by the 
president? Not members of this committee.” 

Dr. Shafer moved that there be a Fee Committee; 
the motion was duly seconded and carried. 

The president raised the question of how to select 
the committee. Dr. Koonce moved that it be ap- 
pointed by the president, with the advice of Dr. 
Hart; this motion was seconded by Dr. Tayloe and 
carried, 

The president presented Item 8: “Do you agree 
that the Executive Committee should hear and arbi- 
trate disputes arising from the execution of this 
plan?” 

Dr. Hart referred to the balance of the Executive 
Committee, its medical and surgical representatives, 
and its position as the official organ of the Society 
Dr. Elliott made a motion, seconded by Dr. Shafer: 
“RESOLVED that the Executive Committee be 
designated to hear and arbitrate disputes that may 
arise resulting from the plan.” The motion was 
-arried. 

The president presented Item 9: “What do you 
think about appropriate publicity for this plan? 
This could be very helpful in our public relations 
If approved, (a) through the Secretary’s Office, (b) 
through the public relations department of Hospital 
Saving (c) both (d) how to finance? This plan 
should be brought to the attention of state em- 
ployers.” 

Dr. Hart commented that when the plan is in- 
augurated there should be publicity about it, and 
that while the dector in his office would become the 
best publicity agent, there should be some initial 
publicity. 

The president felt that the Public Relations Com- 
mittee’s Speakers Bureau and the Rural Health 
Committee’s county health councils would be a 
means of publicizing the plan. Dr. Murphy moved 
that publicity for the plan be left to the Public 
Relations Committee; the motion was seconded by 
Dr, Elliott and carried. 
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Dr. Hart referred to the desire of the Polio Foun- 
dation and the State Department of Vocational Re- 
habilitation for copies of the fee schedule. Dr. 
Koonce moved that a copy of the fee schedule be 
sent to the State Director of the National Founda- 
tion for Infantile Paralysis as a guide in paying for 
the treatment of poliomyelitis cases. The motion was 
seconded by Dr. McIntosh and carried. 

Dr. Hart reported that the committee preferred 
to recommend that a fixed payment for the hospital 
room be established, and that where there was a 
difference in this payment and the rate of an oc- 
cupied accommodation, the patient pay that differ 
ence. The question was raised as to what fixed rate 
would nearest meet the varied costs of a ward bed 
and, under this plan, constitute complete coverage. 
A basic room rate of $5.00 was suggested—the ward 
rate to be paid in any event—applicable to all ac- 
commodations, The ultimate aim in Blue Cross is to 
offer accommodation. Mr. Crawford inquired whethe} 
it was permissible to add this medical and surgical 
program to the present hospital coverage. Discus 
sion ensued as to the relationship of the established 
income brackets of the medical-surgical plan to the 
hospital coverage of other plans sold and to be sold 
by the Hospital Saving Association. 

President Robertson explained that where the 
medical-surgical plan is sold to the higher income 
group it would be sold as indemnity rather than 
complete coverage, and that this would obviate the 
separation of individuals in the sales procedure to 
combined employer-employee groups. 

Mr. Crawford pointed to the difficulty of restrict- 
ing sales to certain income groups, because of the 
constant change in the income level of the individ- 
ual, He agreed that individual income could be certi 
fied at the initial sale, and said that a statement of 
income should be obtained each time the insured 
comes for service. 

Members seriously questioned the burden of the 
latter procedure. After the conditions of the pro- 
posed insurance policy were read, Dr. Murphy sug- 
gested its amendment to include a positive state- 
ment that, if the income of the insured exceeds the 
limits specified, the participating physicians do not 
agree to accept the stipulated fee in full settlement 
of service. This conclusion was generally agreed 
upon, 

Dr. Elliott moved that the Executive Committe: 
approve the suggestion that the Hospital Saving 
Association provide ward coverage or $5.00 toward 
any other type of accommodation. The motion wa 
seconded by Dr. McNeill and carried. 

President Robertson raised the question of the 
merger of the two hospital insurance association 
and requested the reading of a letter dated Septe: 
ber 22, 1948, directed to Dr. Robertson by Dr. Georg 
L. Carrington, chairman of the Society’s Committee 
on Merger. The letter was read and considered i 
part as follows: “Both the Hospital Care Associa 
tion and the Medical Society have approved the 
merger plan submitted to them, but the Hospital 
Saving Association has still failed to do so.” Presi- 
dent Robertson asked Mr. Crawford to give the 
views of the Hospital Saving Association. Mr, Craw- 
ford presented a resolution passed by the Board of 
Trustees of the Hospital Saving Association on May 
27, 1948. The resolution referred to resolutions of 
the Medical Society adopted on May 3, 1948, look- 
ing toward a merger of the Hospital Saving and 
Hospital Care Associations, and to a similar resolu 
tion approved by the trustees of the North Carolina 
Hospital Association, and then expressed its own 
resolves, “as being extremely sympathetic with said 
resolutions _ convineed that there should be only 
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one Blue Cross approved plan operating in the state 

Board of Trustees will consider any proposal of 
merger, the results of which will insure an organi- 
zation which is organized on and committed to Blue 
Cross principles and having a board structure com- 
posed of an equal number of representatives each of 
the Medical Society, the Hospital Association, and 
the public at large, and geographically representing 
all areas of the State ... will continue to cooperate 
further with any efforts of the North Carolina Med- 
ical Society, the North Carolina Hospital Associa- 
tion, Inc., looking towards merger of these two 
Associations.” The resolution referred to a letter 
of May 24, 1948, received from Hospital Care indi- 
cating that its Board of Directors had not considered 
the action of the Medical Society and the trustees of 
the Hospital Association and “that there are numer- 
ous points other than board structure to be discussed 
and agreed upon before the merger committee of 
Hospital Care would likely make recommendations 
to the Board of Directors of the Hospital Care As- 
sociation, Inc., regarding merger,” etc. Mr. Craw- 
ford stated that a copy of this resolution was sent 
to the chairman of the Medical Society’s Committee 
on Merger. 

Dr. Hart reviewed the history of the merger move- 
ment, particularly of the survey and report of a con- 
joint merger committee designated by the two As- 
sociations, accepted in principle by Hospital Sav- 
ing but declined by Hospital Care. Discussion en- 
sued and the points at issue were: (1) the structure 
of the merged board and authority for appointing 
the board democratically and equally representing 
the Medical Society, the Hospital Association. the 
public, and geographically, the state; and (2) adher- 
ence to the service agreement of Blue Cross. as 
against cash indemnity. No formal action was taken 
on the questions involved, 

At Dr. Hill’s request a report of the Rural Health 
Committee was read, which involved an agreement 
reached by the committee and the North Carolina 
Good Health Association relative to organizing rural 
health councils in certain pilot counties, largely to 
be financed by a $5,000 General Education Board 
grant through the president of the State University. 
The report recommended that the Society join the 
Good Health Association in underwriting an addi- 
tional $1,000 each in support of the program for one 
year, if needed, in the employment of a qualified 
rural health worker. 

Dr. McNeill moved that $1,000 be appropriated 
for the rural health worker, The motion was sec- 
onded by Dr. Koonce and unanimously carried. 

There being no further business, the Committee 
adjourned. 





NEWS NOTES FROM THE STATE BOARD OF 
HEALTH 


The seventy-sixth annual meeting of the American 
Public Health Association was held in Boston, No- 
vember 8 through 12. Dr. E. G. McGavran, of Chapel 
Hill, is a member of the executive board of the 
Association, and Miss Helen Martikainen, of the 
North Carolina State Board of Health, presided over 
one of the important meetings of the Public Health 
Education Section, Dr. J. W. R. Norton, State Health 
Officer, was elected vice president of the Harvard 
School of Public Health Alumni Association. Dr. 
Ivan M. Procter, Director of Cancer Control for the 
State Board of Health, outlined North Carolina’s 
cancer detection program. 
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On March 1, 1948, the Division of Cancer Control 
of the North Carolina State Board of Health was 
activated. Since then, three Cancer Centers have 
been established and are operating smoothly. A Can- 
cer Center consists of a Detection Clinic with a staff 
of four medical examiners, and a Diagnostic-Man- 
agement Clinic with a staff of six specialists. 

The first center was established in New Hanover 
County, at Wilmington, on April 27. The director is 
Dr. Donald B. Koonce. The second was opened in 
Buncombe County at Asheville on July 15, with Dr. 
FE. D. Peasley as director. The third was opened in 
Forsyth County, at Winston-Salem, on July 21, with 
Dr, James F. Marshall as its director. 

Each of the Detection Clinics examines thirty to 
forty applicants in a two-hour period, one day each 
week. Any person who is found to have a suspicious 
lesion is referred to the Diagnostic-Management 
Clinic, where his case is thoroughly studied by a 
staff of specialists. These specialists make a com- 
plete diagnosis and recommend modern and adequate 
treatment and management for the patient. The final 
diagnosis and recommendations are sent by letter 
to the patient’s personal physician. Approximately 
25 per cent of those examined in the Detection Clinic 
are referred to the Diagnostic Clinic. 

No treatment is carried out in the Clinic. All those 
who are found in need of treatment, whether for 
cancer or another ailment, are referred back to their 
family or personal physicians for treatment. 

Any citizen of North Carolina, without regard to 
race, color, creed or economic circumstances, may 
be admitted to the Clinics for examination. For the 
sake of a speedy survey of a relatively large num- 
ber of citizens most liable to have cancer, only men 
and women 40 years of age or older are admitted to 
the Detection Clinics. Patients admitted to the Diag- 
nostic Clinic consist of those in whom a so-called 
“suspicious” lesion or condition is found in the De- 
tection Clinic, or any person, of any age, who has 
any one of the Seven Danger Signals listed by the 
American Cancer Society. Cases studied in the Diag- 
nostic Clinic must be referred by a physician—a 
private practitioner, a Detection Clinic examiner, a 
local health officer—or a welfare officer. 

A survey of the work done by three Cancer Cen- 
ters, operating an average of three and a half 
months, reveals that 1277 citizens were examined in 
the three Detection Clinics. More than half (54 per 
cent) of these revealed disease of one form or an- 
other which indicated the advisability of medical at- 
tention. Six hundred and eighty-eighi were referred 
to their family physicians for treatment and advice. 
Three hundred and forty-nine, or approximately one 
out of every four Detection Center examinees, were 
referred to the Diagnostic Clinic for complete ex- 
amination, Seventy-six of this number were found 
to have cancer, That represents more than 6 per cent 
of the total number examined, and twelve times the 
average found in Detection Clinics throughout the 
nation. 


The total number of diphtheria cases reported for 
the first four months of the current diphtheria sea- 
son now stands at 127. The total of 127 cases for 
the current season, to date, for 1948 compares fav- 
orably with the total for the same period last year 
of 180 cases. There is a possibility that 1948 will 
show a record low total for diphtheria incidence. 
This disease has undergone a spectacular decline in 
the last twenty years. This decline has been due 
almost exclusively to the use of diphtheria toxoid 
by physicians and health departments to immunize 
children. 
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NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Scientists engaged in tuberculosis research in all 
parts of the world are being supplied with standard 
strains of the tubercle bacillus through a Culture 
Bank maintained by the National Tuberculosis Asso- 
ciation at the Trudeau Laboratory, of Trudeau 
Sanatorium, Trudeau, N. Y. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 


Dr, Virgil H. Moon, professor emeritus of pathol- 
ogy, Jefferson Medical College, Philadelphia, has 
been appointed visiting professor of pathology at 
the Bowman Gray School of Medicine. He will assist 
Dr. Robert P. Morehead, director of the department, 
in the reorganization and teaching of classes in 
pathology. Dr. Moon, who was professor at Jeffer- 
son for twenty-one years prior to his retirement, 
has done outstanding research in the field of shock 
and has published two books on the subject. 


Dr. C. C. Carpenter, dean, was elected vice presi- 
dent of the Association of American Medical ‘Col- 
leges at the annual meeting held at White Sulphur 
Springs. 


Dr. Lloyd J. Thompson, head of the department 
of neuropsychiatry, was elected president of the 
North Carolina Neuropsychiatric Association at a 
meeting in Raleigh on November 19. 


Dr. Paul F. Whitaker of Kinston, governor for 
North Carolina of the American College of Physi- 
cians and past president of the North Carolina 
Medical Society, delivered the commencement ad- 
dress when 38 students graduated from the Bowman 
Gray School of Medicine on December 19. Dr. Harold 
W. Tribble, president of the Andover Newton Theo- 
logical Seminary at Andover, Massachusetts, de- 
livered the commencement sermon. 


Thomas A. Will, senior, of New Baltimore, Penn- 
sylvania, was elected president and Dr. David Cayer, 
assistant professor of internal medicine, was elected 
secretary of the Beta chapter of Alpha Omega 
Alpha, honor medical society, following installation 
of the chapter at Bowman Gray on November 19. 
Initiates included six senior students, fifteen alumni, 
and nine faculty members. Dr. Walter L. Bierring 
of Des Moines, Iowa, national president, conferred 
the charter, and Dr. Wilburt C. Davison of the Duke 
University School of Medicine delivered the princi- 
pal address for the exercises. 


Dr. Howard H. Bradshaw, professor of surgery, 
has been elected a member of the board of governors 
of the American College of Surgeons. His term on 
the board will end with the annual meeting in 1951. 


ok 


Dr. Hans Selye, professor and director of the 


Institute of Experimental Medicine and Surgery of 


the University of Montreal, Canada, was speaker 
at the meeting of the Bowman Gray Medical Society 
on November 8. His subject was “The General 
Adaptation Syndrome and the Diseases of Adapta- 
tion. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The North Carolina Medical Postgraduate Course, 
sponsored by the Duke University School of Medi- 
cine, will be held March 21-24. Dr. William M. 
Nicholson, associate professor of. medicine at Duke, 
is in charge of arrangements. Further details of the 
meeting will be announced later. 


Plans have been completed for a new four-story 
addition to Duke University’s medical research build- 
ing. The addition will be 40 by 80 ft. in size and will 
be of the same brick, fire-proof construction as the 
medical research building. It will be added at the 
rear on the north side of the present structure. 
Estimated cost of the wing is $120,000, including 
services and equipment, The cost is being borne by 
sources other than university funds. 

This new space for research work will enable the 
medical school and hospital to expand their research 
program, financed largely through outside grants. 
Additional snace will be provided for research pre 
jects in the departments of medicine, surgery, physi- 
ology and physiological chemistry. 


Miss Mary C. Singleton, clinical supervisor in the 
physical therapy division at Duke Hospital, is being 
lent to the State Board of Health for a six-month 
period. In serving the board as consultant in physi- 
cal therapy, Miss Singleton’s work will be concerned 
with organizational planning. Miss Singleton began 
her work with the State Board November 15. 


The resident training programs in neurosurgery 
and plastic surgery at the Duke University School 
of Medicine and Duke Hospital have been approved 
by the American College of Surgeons. 


WATTS HOSPITAL SYMPOSIUM 


The Sixth Annual Watts Hospital Medical and 
Surgical Symposium will be held in Durham on 
Wednesday and Thursday, February 16 and 17, 1949. 
The program will be published in the January issue 
of the North Carolina Medical Journal. 


AMERICAN COLLEGE OF PHYSICIANS 
REGIONAL MEETING 


A regional meeting of the American College of 
Physicians for North Carolina was held at the Duke 
University Hospital in Durham on December 3. Dr. 
Edward McG. Hedgpeth of Chapel Hill was chair- 
man of the program committee, and Dr. J. Lamar 
Callaway of Durham was chairman of local arrange- 
ments. 

Speakers for the afternoon session were Drs. 
Monroe T, Gilmour and Horace H. Hodges of Char- 
lotte; Drs. David T. Smith, Wiley D. Forbus, H. Lee 
Howard, R. Wayne Rundles, Leland D. Stoddard, 
and I, H. Manning, Jr., of Durham; Dr. A. T. Miller, 
Jr., of Chapel Hill, Dr. Arthur J. Freedman of 
Greensboro, and Dr. K. D. Weeks of Rocky Mount. 
Dr. Walter W. Palmer of New York, president of 
the American College of Physicians, and Mr. E, R. 
Loveland of Philadelphia, executive secretary, were 
guests at the informal dinner held at the Washing- 
ton Duke Hotel at 7 p.m. Dr. Paul F. Whitaker of 
Kinston, governor for North Carolina, was toast- 
master, 
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UNVEILING OF DR. MCCAIN’S PORTRAIT 


The portrait of Dr, Paul P. McCain which was 
presented to the State Tuberculosis Sanatorium by 
the Medical Seciety of the State of North Carolina 
was unveiled in a ceremony held at the Sanatorium 
at McCain on December 7. Speakers at the luncheon 
which preceded the unveiling were Dr, E. T. Blom- 
quist of Washington, D. C., and Mr. Charles Cannon 
f Kannapolis. Justice Wiley Rutledge of the United 
States Supreme Court paid tribute to Dr. McCain 
at the unveiling exercises. Dr. Paul F. Whitaker of 
Kinston, chairman of the McCain Memorial Com- 
mittee, presented the portrait to the Sanatorium, 
and Dr. Paul H. Ringer of Asheville accepted it in 
behalf of the board of directors of the State Sana- 


toria. 


COMMUNITY HOSPITAL OF WILMINGTON 


At a recent meeting of the Medical Staff of Com- 
munity Hospital of Wilmington, the following of- 
ficers were elected for the ensuing year: H. A. 
Eaton, M.D., chief of staff: R. T. Sinclair, M.D., 
assistant chief of staff; D, C. Roane, M.D., secretary, 
it has been announced by Frank B. Adair, adminis- 
trator. 

Community Hospital is North Carolina’s second 
largest for Negroes, and is affiliated with the Duke 
Endowment. The entire staff pledged renewed, un- 
compromising support to the efforts of the Board of 
Trustees to achieve the highest ratings offered by 


the American College of Surgeons and the American 
Medical Association. 
“Tt is significant that more than half the number 


of physicians and surgeons in the city of Wilming- 
ton who have successfully passed American Spec- 
ialty Boards are now members of our staff,” Mr. 
Adair stated in commenting on the caliber of medi- 
cal service rendered at Community Hospital. 

The roster of medical staff members follows:— 
Consultants: H. A. Codington, M.D., F. W. Avant, 
M.D., and R. B. Hare, M.D. Medical Service: E. G. 
Goodman, M.D., S. J. Gray, M.D., J. W. Dickie, M.D.., 
and S. E. Warshauer, M.D., Chief. Surgery: H. A. 
Eaton, M.D., L. W. Upperman, M.D., and W. C. 
Mebane, M.D., Chief. Obstetrics and Gynecology: W. 
S. Dosher, M.D., D. C. Roane, M.D., and J. B. Louns- 
bury, M.D., Chief. Pediatrics: J. C. Knox, M.D., and 
A. McR. Crouch, Jr., M.D., Chief. Eye, Ear, Nose and 
Throat: P. A. Black, M.D., and J. D. Freeman, M.D. 
Dentistry: S. R. Rosemond, D.D.S. Roentgenology: 
R. T. Sinclair, M.D. Orthopedics: W. J. Wilson, M.D. 
Courtesy Staff: W. J. Wheeler, M.D. 


SOUTHEASTERN ALLERGY ASSOCIATION 


The fourth annual meeting of the Southeastern 
Allergy Association will be held at the Washington- 
Duke Hotel in Durham, on Saturday and Sunday, 
January 22 and 23, 1949. 

Dr. George Rockwell, president of the American 
College of Allergists, and Dr. Walter Winkenwerder, 
president of the American Academy of Allergy, are 
to be the guest speakers. There will be a panel on 
“Infectious Asthmas” headed by Dr. Oscar Swine- 
ford and a panel on “Food Allergies” headed by 
Dr. Hal Davison, Saturday noon there will be an in 
formal luncheon for members, Saturday night there 
will be the regular banquet, to be held at the Wash- 
ington-Duke Hotel, 

Hotel reservations should be made directly with 
the hotel, and it is suggested that this be done early. 
Dr. Katherine B. MacInnis, 1515 Bull St., Columbia, 
S. C. is secretary of the Association. 
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CARTERET COUNTY MEDICAL SOCIETY 


The regular monthly meeting of the Carteret 
County Medical Society was held at the Morehead 
City Hospital on November 8. This was a supper 
meeting, the hospital acting as host. 

The guest speaker was Dr. Robert N. Creadick of 
the Obstetric Department of Duke Hospital. His 
subject was “Obstetrical Complications, and How to 
Treat Them.” Every member of the Society was 
present. 

Dr. Ennett made a motion that, for the December 
meeting, the Society invite Drs. J. W. Roy Norton, 
State Health Officer, J. F. Robertson, president of 
the North Carolina Medical Society, and Roscoe D. 
MeMillan, secretary of the North Carolina Medical 
Society, as guest speakers. The motion was unani- 
mously carried. 

Dr, J. W. Morris of Morehead City is president of 
the Society, Dr. F. E. Hyde of Beaufort is secretary, 
and Dr, N. T. Ennett of Beaufort is corresponding 
secretary, 





CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society held a dinner 
meeting in Lincolnton cn November 29. Speakers 
were Dr. E. H. Ellinwood and Dr. Barnes Woodhall. 





DAVIDSON COUNTY MEDICAL SOCIETY 


Dr. Jean D. Craven of Lexington was _ elected 
president of the Davidson County Medical Society 
at a meeting held in Lexington on December 1. She 
succeeds Dr. P. M. Sherrill of Thomasville. Dr. R. L. 
McDonald of Thomasville was elected vice president, 
and Dr. J. R. Terrv of Lexington was re-elected sec- 
retary. Dr. Sherrill was named delegate to the State 
Medical Society, with Dr. Terry as alternate. 

Dr. J. A. Smith of Lexington was voted an honor- 
ary member for life. 





EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


Dr. Charles M. Norfleet of Winston-Salem and 
Dr. H. B. Grant of Rocky Mount were speakers at 
the November meeting of the Edgecombe-Nash 
Counties Medical Society, held in Rocky Mount on 
November 10. Dr. John A. Lineberry, health officer 
in Tarboro, was elected to membership in the society. 





FORSYTH COUNTY MEDICAL SOCIETY 


A dinner meeting of the Forsyth County Medical 
Society was held in Winston-Salem on November 9. 
Dr. A. E. Rakoff of Philadelphia snoke on “The 
Treatment of Functional Menstrual Disorders.” 





HALIFAX COUNTY MEDICAL SOCIETY 


The Halifax County Medical Society heard Dr. 
Mildred Schram of the State Board of Health dis- 
cuss “Cancer Detection and Control Programs” at 
its November meeting, held i: Roanoke Rapids on 
November 19. 


WAKE COUNTY MEDICAL SOCIETY 





Dr. Morris Fishbein, editor of the Journal of the 
American Medical Association, was guest speaker at 
a dinner meeting of the Wake County Medical So- 
ciety, held in Raleigh on December 9. 








~—— 
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NEWS NOTES 

Dr. Donald M. MelIntosh, Sr. of Old 
cilor of the Tenth District, died recently. Dr. W. A. 
Sams of Marshall was named councilor in his place. 


Dr. Robert L. McGee of Raleigh died of poliomye- 
litis on November i1. 


The following North Carolina doctors are initiates 
of the American College of Surgeons for 1948: 
Stanley S. Atkins. ....Asheville 
J. Samuel Blaiz Gastonia 
John P. Bond .......-Gastonia 
Everett I. Bugg, Jr. Durham 
John C, Burwell, Jr. ......Greensboro 
James H. Cherry Asheville 
James A. Crowell -Charlotte 
William A. Farmer Fayetteville 
William A, Graham Durham 


Gabel G. Himmelwright Washington 
Maurice L. LeBauei Greensboro 
a ee -Raleigh 


.Winston-Salem 
Elizabeth City 
Greensboro 

means Durham 
Salisbury 


Robert T. Odom 
Zack D. Owens 
William L. Patman 
Hubert C. Patterson 
Ralph J. Plyler . 
John F. Register 
Horace G. Strickland 
J. Dent Summers 
Thomas D, Tyson, Jr. 
James D, Whaley 
Claude T. Whittington 


..Greensboro 
Greensboro 

Hickory 
High Point 

: Hickory 
Greensboro 
the 


Dr. Robert L. Vann has opened offices for 


general practice of medicine in Statesville. 


Dr. Kenneth M. Cheek has begun the practice of 
internal medicine in High Point. 


Dr. J. A. Smith of Lexington and Dr. Ambler 
Speight of Rocky Mount have announced their re- 
tirement from practice, 


CORRECTIONS FOR THE DIRECTORY 


The following corrections should be made in the 
alphabetical list and roster of fellows which ap- 
peared in the supplement to the August issue: 

Dr. J. D. Dowling, Jr., of Mount Olive—School 
should be listed as Washington University instead 
of George Washington University. 

Dr. Preston Nowlin of Charlotte—Specialty should 
be U rather than S. 





THE NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS, INC. 


Postg: aduate fellowships in the fields of research, 
physica: medicine, and public health are now avail- 
able through the National Foundation for Infantile 
Paralysis. Application may be made to the National 
Foundation for Infantile Paralysis, 120 Broadway, 
New York 5, New York, at any time during the year. 
Selection of candidates will be made on a competi- 
tive basis by committees composed of specialists in 
each field. Awards are based on the individual need 
of each applicant, 
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ATLANTA GRADUATE MEDICAL ASSEMBLY 
The annual Atlanta Graduate Medical Assembly 
will be held in Atlanta, Georgia, January 24-26, A 


list of speakers and full information concerning 
registration and hotel reservations appear in the 
advertising section. Drs. E. C. Hamblen and Waltei 


Kempner of the Duke University School of Medicine 
are among the guest speakers. 


NEWS NOTES FROM THE AMERICAN MEDICAL 
ASSOCIATION 
Medical Public Relations Conference 
Two hundred and forty medical public relations 


leaders from all parts of the United States packed 
the the first National Medical Publi 
Relations Conference, which was held during the 
Interim Session of the American Medical Association 
ending December 3. The theme of the conference, 
which was sponsored by the A.M.A., was “Common 
Targets in Medical Publie Relations.” Representa 


sessions of 


tives from state medical associations in forty-three 
states and Hawaii attended. They included presi- 
dents, executive secretaries, public relations direct- 


ors, and chairmen of public relations committees. 


AMERICAN COLLEGE OF SURGEONS 


At the annual meeting of the Governors and Fel 
lows of the American College of Surgeons held in 
the Ballroom of The Biltmore Hotel in Los Angele 


on Thursday, October 21, 1948, the following officers 
were elected for the term 1949-50: president, Fred 
erick A. Coller, Ann Arbor, Michigan; first vice 
president, Donald G, Tollefson, Los Angeles; 
vice president, Robert M. Moore, Galveston. 


second 


AMERICAN NURSES’ ASSOCIATION 


At the request of the National Security Resources 
Board, charged with advising the President concern 
ing the coordination of military, industrial and civil 
ian mobilization in the event of a national emer- 
gency, the American Nurses’ Association will 

a comovlete inventory of all professional vegistered 
nurses in the United States and its territories. 


dit A GR 


INTERNATIONAL CONGRESS ON RHEUMATIC 
DISEASES 


The Seventh International Congress on Rheumati 
Diseases will be held in New York City, May 30 
through June 3, 1949, under the sponsorship of the 
International League against Rheumatism. The host 
is the American Rheumatism Association, assisted 
by the New York Rheumatism As The 
Congress will be the first International Congress on 
Rheumatic Diseases to be held in the United States. 

The invited guests will be the members of the 
International League, the European League and Pan 
American League against Rheumatism with their 
constituent organizations, the Canadian Rheumatism 
Association, the British Empire Rheumatism Coun- 
cil, The Heberden Society of London, and the ten 
state or civic Rheumatism Societies affiliated with 
the American Rheumatism Association and certain 
other individuals, 

Plenary sessions will be held at the Hotel Waldorf- 
Astoria, Headquarters of the Congress, at which 
sessions will be presented discussions of certain fun- 
damental and clinical topics related to rheumatology. 


sociation, 
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NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 1949 AWARD CONTEST 


The National Gastroenterological Association 
again takes pleasure in announcing its Annual Cash 
Prize Award Contest for 1949. One hundred dollars 
and a certificate of merit will be given for the best 
unpublished contribution on gastroenterology or al- 
lied subjects. Certificates will also be awarded those 
physicians whose contributions are deemed worthy. 

The winning contribution will be selected by a 
board of impartial judges. The Association reserves 
the exclusive right of publishing the winning con- 
tribution, and those receiving certificates of merit, 
in its official publication, The Review of Gastro- 
enterology. 

All entries for the 1949 prize should be limited 
to 5,000 words, be typewritten in English, prepared 
in manuscript form, submitted in five copies ac- 
companied by an entry letter, and must be received 
not later than April 1, 1949, Entries should be ad- 
dressed to the National Gastroenterological Associ- 
ation, 1819 Broadway, New York 23, N. Y. 


VALLEY MEDICAL SOCIETY 1949 


ESSAY CONTEST 


MISSISSIPPI 


The Ninth Annual Essay Contest of the Missis- 
sippi Valley Medical Society will be held in 1949. 
The Society will offer a cash prize of $100.00, a gold 
medal and a certificate of award for the best un- 
published essay on any subject of general medical 
interest (including medical economics and education) 
and practical value to the general practitioner of 
medicine, Certificates of merit may also be granted 
to the physicians whose essays are rated second and 
third best. Contestants must be members of the Am- 
erican Medical Association who are residents and 
citizens of the United States. The winner will be in- 
vited to present his contribution before the Four- 
teenth Annual Meeting of the Mississippi Valley 
Medical Society to be held in St. Louis, Mo., Sept. 
28, 29, 30, 1949, the Society reserving the exclusive 
right to publish the essay first in its official publi- 
cation— the Mississippi Valley Medical Journal (in- 
corporating the Radiologic Review). All contribu- 
tions shall be typewritten in English in manuscript 
form, submitted in five copies, not to exceed 5000 
words, and must be received not later than May 1, 
1949. The winning essays in the 1948 contest appear 
in the January 1949 issue of the Mississippi Valley 
Medical Journal (Quincy, Illinois). 

Further details may be secured from Harold 
Swanberg, M.D., Secretary, Mississippi Valley Med- 
ical Society, 209-224 W. C. U. Building, Quincy, 
Illinois. 


Ciba Award 


The Ciba award for meritorious work in endocrin- 
ology will again be offered in 1949, This Ciba award 
will be given in recognition of the accomplishment 
of an investigator, not over 35 years of age, in the 
field of clinical or preclinical endocrinology. 

The Ciba award is for $1,200.00. If within two 
years of the date of the award the recipient chooses 
to use it to aid in working in a laboratory other than 
the one in which he is normally located, the award 
will be increased to $1,800.00 
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Classified Advertisements 


GENERAL PRACTITIONER WANTED 
WANTED: 
Carolina Mountain resort with wide oppor- 
tunities for recreation, hunting, fishing. Mini- 
mum guarantee $5400 annually with a good 
opportunity to increase the guarantee. Fully 
equipped four room office with all utilities 
furnished, rent free. Modern th:-c bedroom 
electrically heated house rent free. Applicants 
should North Carolina or be 
eligible for reciprocity. Please give full de- 
tails concerning age, professional background, 


General practitioner for North 


have license 


etc., in first reply. 
(Address inquiries to: O. A. Fetch, Resident 
Manager, Fontana Dam, North Carolina. 














WANTED ... 


RESIDENT 
PHYSICIAN 


Resident physician wanted for private sani- 
tarium located in Orangeburg, S. C. Experi- 
ence in psychiatry preferred. Must be able 
to furnish good references or do not apply. 
If interested write 


P. O. BOX 
ORANGEBURG, 8S. C. 
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Dihydrostreptomycin, the new drug which pro- 
duces significantly less nerve damage than strepto- 
mycin, of which it is a derivative, is now available 
to the medical profession on a nation-wide basis, it 
was announced recently by Carleton H. Palmer, 
chairman of the Board of E. R. Squibb & Sons. This 
announcement followed publication of the official 
notification in the Federal Register through the U.S. 
Food and Drug Administration and an announce- 
ment by the editor of the American Review of Tu- 
berculosis summarizing the papers of leading clin- 
icians to appear in the November issue of that 
journal. Dihydrostreptomycin is available at no in- 
crease in price over forms of streptomycin hitherto 
available. 

Papers by Dr. H. Corwin Hinshaw of Mayo, presi- 
dent of the American Trudeau Society, and Dr. 


Lawrence B. Hobson of New York-Cornell Medical 
Center conclude that dihydrostreptomycin seems to 
be as effective as streptomycin and has an advantage 
over the parent drug in that it can be tolerated 
longer by the patient beforer toxic manifestations 
become apparent. 
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AUXILIARY 





CHRISTMAS LETTER FROM 
MRS. McCAIN 


Dear Auxiliary Friends: 

May each of you and all your family have 
a good Yuletide Season! I wish that it were 
possible for me to get to say a word in per- 
son on Christmas morning. (We have a 
friend who calls over “long distance” every 
Christmas morning—and how heart warm- 
ing is that greeting!) Since such a thing 
isn’t possible, our Publicity Chairman, Mary 
Kennedy, is letting me say it through the 
JOURNAL. An especially warm greeting goes 
to the younger ones of the Auxiliary. We 
hope that you all will not be so busy that you 
do not take time to enjoy to the fullest the 
companionship of your fine doctor and your 
precious little ones, for the time will come 
when the circle will be broken and the little 
ones away from the home nest! Just here 
the Auxiliary wants Buren Sidbury to know 
that we shall be thinking of him as he goes 
through the first Christmas in many, many 
vears without our dear Willie. 





To those of us who may have a lonelier 
Christmas than in former years, we can say 
God has given us memories which as we 
grow older may become dimmer as to present 
things but clearer as to the past, so that we 
‘an have a happy Christmas thinking of 
vears before the circle was broken. Too, we 
can get out and do something for others—a 
thing that is of prime importance to the pro- 
fession which is so dear to us and with which 
we have so happily been associated for many 
years.. God is good to all of us. May we 
show him our gratitude by celebrating the 
birth of his Son in a proper manner. 

My love to each of you, 
Sadie 





The doctor’s obligation as a citizen.—Members of 
the medical profession too often have neglected their 
obligations as citizens. Their understanding of hu- 
man relationships fits physicians for participation 
in the formulation of policies to create a more stable 
society. In a sick world all of society’s resources need 
to be mobilized for its own protection. Medicine has 
so much to offer. It aims to produce a wide base of 
support to each human need. It hopes to establish 
deep wells of comfort for troubled minds. It aspires 
to help people meet their daily problems with strong 
bodies, clear minds, and stout hearts. Physicians 
must be expert in the art of human relations.—Ed- 
ward L. Bortz: Medical Statesmanship, M. Ann. 
District of Columbia 16:651 (Dec.) 1947. 
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BOOK REVIEWS 


Psychiatry in Genera! Practice. By Melvin 
W. Thorner, M.D., D.Sc., Assistant Profes- 
sor of Neurology, The Graduate School of 
Medicine, University of Pennsylvania. 659 
pages. Price, $8.00. Philadelphia and Lon- 
don: W. B. Saunders Company, 1948, 

This book perhaps deserves the overworked adjec- 
tive, “unique.” It is unique in that a psychiatrist 
writes about his subject in plain, everyday language 
which any pnysician—indeed, even an intelligent lay- 
man—can readily understand, Instead of using such 
terms as “schizophrenia,” “merergasia,” or “cyclo- 
thymic personality,” the author speaks of intelligent 
people, dull people, unhappy people, confused people. 
dreamy, anxious, suspicious people. Every type of 
mental disease is illustrated by actual case histories 
which are as interesting as the average popular 
magazine story—often more interesting. One of the 
best chapters is called “The Rest of Us.” This chap- 
ter contains just what the name implies. 

Section 1 describes the plan of the book; Section 
2—by far the longest—deals with “The People”; 
Section 3 discusses ‘The Methods” (history and ex- 
amination and treatment). The final brief section 
takes up the classification of mental disease and 
commitment procedures. 

The author is to be congratulated on having, as 
Dr, C. C. Burlingame says in the Foreword, “to an 
astonishing degree overcome the psychiatric 
language barrier.” The book can be heartily recom- 
mended to general practitioners and to all medica! 
men who want to learn about psychiatry, and to 
learn as easily as possible, 


““ 





ANA Public Relations Workshop, published 
by the American Nurses’ Association, Inc., 
and written by Edward L. Bernays, Counsel 
on Public Relations. 32 pages. Price, $2.50. 
New York: American Nurses’ Association, 
1948. 

This excellent manual on public relations should 
be of great help to any professional group in their 
organization of a public relations program. It is 
written more or less in outline form, with many il- 
lustrations. 

The first part, entitled, “‘What Public Relations 
Is,” discusses the main principles of public relations 
and describes its objectives. It is based, of course, 
on the requirements of the American Nurses’ Asso- 
ciation, but is broad enough to be fitted to any 
professional public relations program, The rest of 
the manual is devoted to professional advice on es- 
tablishing contact with the public through the vari- 
ous mediums—namely, the press, the radio, the 
movies, the mail by pamphlets, and the spoken word 
in forum discussions and meetings, The last chapter, 
“Your Community Blueprint,” is a discussion of the 
many things necessary for a public relations pro- 
gram to consider about individual communities, par- 
ticularly as to community groupings and community 
attitudes on the subjects in question. 

The author is obviously an experienced and well 
qualified public relations counselor, with a_ keen 
sense of analysis. 





CORRECTION 
The price of Selye’s Textbook of Endocrinology, 
which was reviewed in last month’s issue, was er- 
roneously quoted as $10.25. This was the prepublica- 
tion price, which is no longer in existence, The pres- 
ent price of the book is $12.80. 
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Unipolar Lead Electrocardiography. By 
Emanuel Goldberger, M.D. 182 pages. Price, 
$4.00. Philadelphia: Lea & Febiger, 1947. 
The author of this text is one of the most com- 
petent and best known exponents of unipolar electro- 
cardiography. This volume vresents an adequate, 
clear, and concise discussion of the subject. It is 
yhable that the principles of unipolar leads wil! 
become and more popular, and possible that 
principle of recording the electrocardiogram 

be made a standardized procedure in the future. 

true that this type of electrocardiogram is use- 

n detecting right or left ventricular hypertrophy 

in the position of the heart. However, 
y for those uninitiated in unipolar 
eraphy to be diligent in comparing 
:ocardiographie tracing with the old 
d limb leads for some time in order to be- 
onversant with the differences that exist, es- 
in the Q 

| ecommended 
rdiography,. 


more 


| changes 
be necessal 

] } 
ad electrocardalt 


+. { 


ype of elect 


waves, 
ok is for those interested in 


electroca 


Illustrative Electrocardiography. By Julius 
Burstein, M.D. and Nathan Bloom, M.D. 
Ed. 3. 309 pages. Price, $6.00. New York: 
D. Appleton-Century Company, 1948. 
the pw pose of textbooks is to teach, whether 
at the level of the practitioner 
ms important that textbooks of 
vardiogiaphy should provide adequate clinical 
the electrocardiographic findings. In 
ion could hardly be considered 
ects of digitalis on the electrocardi- 
scribed, but the statement is also made 
lectrocardiogram is an index of digitaliza- 
indicate that administration of the 
iscontinued, As a matter of fact, 
nical eriteria for digitalization should 
re weight than the electrocardio- 
No mention is ffect 


ident ievel oO} 


Ine, lt ee 


ation wit] 

text the correlat 
quate. Che efi 
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MmMa\ 
secs 


id e d 


, tne Cll 


made of the effect 
potassium, or hypoglycemia. 
are numerous artefacts in many of the 
mber of which are not at all clear. 
example is the illustration of complete heart 
which is adequate for one well versed in 
rocardiography but might be somewhat difficult 
the student 
It is rat unusual to find in a textbook of elec- 
trocardiography a section devoted to x-ray studies 
the heart. This, of course, is a field entirely sepa- 
ate and worthy of an even larger volume than this 
The “mitral lesion” appears in 
‘aptions describing x-ray films. This probably 
tenosis. 
of this text is very good. The 
‘is nicely bound and printed on good paper. The 
ion of more adequate clinical data would add 
to the value of the text. 


trations, a nu 
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\gainst Socialized Medicine. By 
Sullivan. 53 pages. Price, $1.50. 
ton: The Statesman Press, 1948. 
Sullivan, a veteran Wash- 
sums up the weaknesses of 
and, as stated on the 
cover, “tells what happens to the health of a nation 
hen village doetors are selected like postmasters.” 
As a concrete example of what might be expected 
under bureaucratic control, Mr. Sullivan reminds us 
that in the heyday of the WPA, “a WPA adminis- 
istant in West Virginia wrote to one of 
administrators: 


little book Mr. 
correspondent, 


tional health Insurance 


trative ass 


his county 


MEDICAL JOURNAL 


December, 1948 


“<«T hand you herewith a list of doctors in Ohio 
County. Kindly separate the Democrats from the 
Republicans and list them in order of priority, so 
that we may notify our safety foremen and com- 
pensation men as to who is eligible to participate in 
ases of injury.’ 

“Later, the county lists were compiled for the en- 
Lire State, in State headquarters of the WPA. They 
hen were mailed to the county safety foremen under 
the notation: ‘Democratic doctors listed on the left 
hand side, and Republicans on the right.’ ” 

It is to be hoped that this little volume will have 
as wide a circulation as Mr. Oscar Ewing’s report 
to the President on “The Nation’s Health,” which 
will undoubtedly be used as a handbook in the cam- 
paign to force a national health insurance act 
through the next Congress, 





In Memoriam 


(LEXANDER H. STEVENS, JR., M.D. 


Dr. Alexander H. Stevens, Jr., was born in 
Monetta, South Carolina, in 1905. He received his 
B.S. in Pharmacy at the University of South Caro- 
lina in 1926 and his M.D. at the University of 
Georgia in 1982. After his internship at the James 
Walker Memorial Hospital in Wilmington, N. C., he 
did general practice in Farmville until 1935, when 
he went to the Eye, Ear, Nose and Throat Hospital 
of New Orleans, Louisiana, for study in that spec- 
ialty. From 1941 to 1946 he saw active duty with 
the United States Navy, holding the rank of com- 
mander at his discharge. After his release from the 
Navy he practiced his specialty of ophthalmology 
and otolaryngology in New Bern until October 21, 
1948, when he was killed in an automobile accident. 

At the time of his death Dr. Stevens was president 
of the Craven County Medical Society. He was a 
member of the First Presbyterian Church of New 
Bern, a Rotarian, Elk, member of the American 
Legion, Veterans of Foreign Wars, Yacht Club, 
Naval Reserve, and chief of the eye, ear, nose and 
throat service of St. Luke’s Hospital in New Bern. 
He is survived by his wife and by his mother and 
father, 

Dr, Stevens was well liked by all who knew him, 
and highly esteemed by his associates in medicine. 
His death was a great loss to the community and he 
will be missed greatly, not only for his services to 
the community but for his genial personality, his 
friendly smile, and the spirit of good fellowship 
that always followed him. 

At a meeting of the Craven County Medical So- 
ciety on Wednesday, November 3, 1948, the following 
resolutions were adopted: 

WHEREAS it has pleased almighty God in His 
infinite wisdom to call from the sphere of his earthly 
activities Dr, Alexander H, Stevens, Jr., and 

WHEREAS the Craven County Medical Society is 
deeply conscious of the loss to them as individuals 
and as a body in the passing of this valued member, 

BE IT RESOLVED: That high tribute be paid by 
the Society to him as a physician, as a loyal co- 
worker, and as a faithful citizen whose death has 
saddened his associates and his many friends, and 

BE IT FURTHER RESOLVED: That a copy of 
these resolutions be inscribed on the permanent rec- 
ords of the Society and a copy be sent to his family 
and to the press. 

Committee on Resolutions 
C. S. Barker, M.D. 
F. M. Grady, M.D. 





